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Tuomas B. Quictey, M.D.,t ann Anprew W. Conrratro, M.D.i 


CAMBRIDGE, MASSACHUSETTS 


NY addition to the enormous and exhaustive 
literature of appendicitis requires some sort 
of apology. The present study was undertaken to 
clarify somewhat, if possible, the usually simple, 


but occasionally very difficult, differential diagnosis _ 


between acute appendicitis and acute gastroenteri- 
tis. Every practitioner of experience has at times 
been faced with the problem presented by the fol- 
lowing case: 


Cast 1. C. P., a 20-year-old undergraduate, first present- 
ed himself for treatment about 48 hours after the onset of 
an illness characterized by nausea, vomiting, mild mid- 
abdominal pain and diarrhea. The temperature was 
98°F., and the abdomen was quite normal. The white- 
cell count was 30,800. The patient was advised to remain 
in his quarters, to eat a light diet and to return the next 
day. Twenty-four hours later, he stated that he felt bet- 
ter. The nausea and vomiting had ceased, but the abdom- 
inal pain persisted. The temperature was 99.4°F., and the 
white-cell count was 32,100. An experienced surgeon saw 
the patient at that time and noted nothiag abnormal on 
examination of the abdomen other than rather loud, vigor- 
ous peristalsis. Furthermore, there was nothing remark- 
able on rectal examination. 

The next day, the 4th day of the illness, the symptoms 
were unchanged, but there was-for the first time diffuse 
abdominal and rectal tenderness, Operation was advised 
and agreed to. A ruptured pelvic appendix was found 
and removed. Convailescence was rather stormy, and 7 
weeks later another laparotomy was carried out for in- 
testinal obstruction. The patient missed, in all, 42 days 
of classes. 


With the possibility of such near tragedy in the 
background, the surgeon may choose to operate in 
a doubtful case and, after removing a normal or 
“slightly injected” appendix, console himself with 
the thought that the most serious possibility has 
been ruled out and the patient is certain to re- 
cover. Although there will probably always be a 
small number of cases in which a correct diagnosis 


*Read at the Clinical Congress of the American College of Surgeons, 
Boston, November 27, 1 

tInstructor in surgery, Harvard Medical School; surgeon, Department 
of Hygiene, Harvard University; junior associate in surgery, Peter Bent 
Brigham Hospital. 

tAssistant in medicine, Harvard Medical School; physician, Department 
of Hygiene, Harvard University. 


cannot be established without laparotomy, it is a 
rather heroic diagnostic procedure, and in college 
men at least, it may have far-reaching effects, as 
illustrated by the following case: 


Cask 2. S.J., an 18-year-old college freshman, was 
awakened from sleep by crampy, fairly constant, lower 
abdominal pain and nausea. The pain continued through 
the morning and became localized in the right lower ab- 
dominal quadrant. There were several loose watery bowel 
movements. At the time of examination, in the mid- 
afternoon, the temperature was 101.4°F., and the white- 
cell count 15,000. Spasm, tenderness and slight rebound 
tenderness were present in the right lower abdomen. 
There was moderate, diffuse rectal tenderness. Three 
experienced surgeons independently examined the patient, 
and each advised immediate operation for acute appen- 
dicitis. 

At operation, 10 hours after the onset of the illness, a 
“scarred” but otherwise normal appendix was removed. 
No other abnormality was found on exploration. Conva- 
lescence was uneventful, and the patient resumed _ his 
classes 24 days later. 

This boy’s illness occurred at the beginning of 
his first period of college examinations. He was 
an industrious though not brilliant student and 
was enabled to attend college only by the grant of 
a scholarship. To keep the scholarship, he had to 
achieve honor grades in the examinations. Ar- 
rangements were made for him to take these in the 
hospital, the first on his fifth postoperative day. 
Fortunately, he did well, and was able to con- 
tinue his college career. Needless to say, had he 
failed, his whole career might have been changed. 


* * * 


The records of 100 cases of acute gastroenteritis 
and 60 cases of appendicitis occurring in Harvard 
University undergraduates between 1938 and 1941 
were studied. In almost every case, the patient was 
seen by some member of the staff of the Depart- 
ment of Hygiene within twelve hours of the onset 
of the illness. All those with gastroenteritis were 
treated at the Stillman Infirmary. Only those cases 
of appendicitis were included in which operation 
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had been carried out at a Boston hospital affliated 
with the Harvard Medical School, and in which 
the pathologist’s diagnosis agreed with the sur- 
geon’s and was unquestionably acute appendicitis. 
No deaths occurred in either series. The average 
time absent from classes for the patient with gas- 
troenteritis was two days — for those with appen- 
dicitis, twenty days. 

The records were studied with certain points in 
the history, physical examination and data from 
the laboratory in mind: the onset of the illness, 
whether explosive or insidious; the character and 
location of the abdominal pain; the presence or 
absence of nausea, vomiting, diarrhea and chills; 
the degree of fever and leukocytosis; and the pres- 
ence or absence of abdominal spasm and tender- 
ness. 

The results are best described with reference to 
each of the signs and symptoms studied. 


Onset of Illness 


A sudden or explosive onset was more charac- 
teristic of gastroenteritis, occurring in 79 per cent, 
whereas in 59 per cent of the cases of appendicitis 
the onset was gradual or insidious (Fig. 1). 
Severity of Pain 

An attempt was made to classify the degree of 
abdominal pain as mild, moderate or severe, al- 
though such pain is admittedly difficult to evaluate 
and involves personal variations in sensitivity. 
Aside from the fact that 19 per cent of the patients 
with gastroenteritis had no pain whatever, no 
significant differences were found in the two 
groups. In 49 per cent of the appendicitis and 79 
per cent of the gastroenteritis cases, the pain could 
be classified as mild. Severe pain was found in 
only 3 per cent of the appendigitis series. 


Character of Pain 


Steady abdominal pain occurred in 89 per cent 
of the appendicitis cases, whereas 64 per cent of 
the patients with gastroenteritis who had pain 
described it as colicky or intermittent. 


Localization of Pain 

Of the patients with appendicitis, 24 per cent 
described their pain as diffuse or general; 8 per 
cent placed it in the upper abdomen and 68 per 
cent in the lower abdomen. More than twice as 
many patients with gastroenteritis, or 58 per cent, 
were unable to localize the pain; 28 per cent 
described it as occurring in the upper abdomen, 
and only 12 per cent in tha lower abdomen. 


Vomiting 

Vomiting occurred almost twice as often in 
the cases of gastroenteritis—in 71 per cent, as 
compared with 38 per cent in the appendicitis series. 
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Diarrhea 


As might be expected, 77 per cent of the pa- 
tients with gastroenteritis complained of diarrhea. 
Loose, repeated bowel movements occurred in only 
4 cases of appendicitis, and 2 of these patients 
had taken cathartics. Ten other patients with 
appendicitis who had taken cathartics failed to 
develop diarrhea. In a review of the records, the 
value of closely questioning the patient on this 
point became apparent. Often, he states that he 
has had diarrhea, when actually there have been 
only one or two somewhat loose bowel movements. 


Chills 


Although often mentioned as an important 


diagnostic point, true chills did not occur in either 
series. 


Hyperperistalsis 
The presence of loud, rapid borborygmi was 
described in 44 per cent of the cases of gastro- 


enteritis and 10 per cent of the cases of appendicitis, 
roughly paralleling the occurrence of diarrhea. 


Tenderness 


Mild tenderness was present in 44 per cent of the 
cases of the gastroenteritis group: 26 in the lower 
abdomen, and 18 above the umbilicus. Every pa- 
tient with appendicitis exhibited some degree of 
abdominal tenderness when examined. In only | 
1 case was it above the umbilicus; in 2, it was 
described as equal in both lower quadrants, and 
in the remaining 95 per cent it was confined to the 
right lower quadrant. Cough pain and rebound 
tenderness were present in 37 per cent and were 
of great diagnostic significance, occurring in none 
of the cases of gastroenteritis. Rectal tenderness 
was also confined to the patients with appendicitis, 
occurring in 37 per cent. It was noted 
repeatedly that strain of the abdominal muscles 
associated with vomiting and retching can produce 
a superficial sort of tenderness and even slight 
voluntary spasm. As a rule, however, this is con- 
fined to the upper abdomen and is not elicited 
with the patient fully relaxed. 


Spasm 


The evaluation of abdominal spasm is at best 
difficult in its early stages, but it is of significance 
that it was described in 28 per cent of the patients 
with appendicitis and in none of those with gastro- 
enteritis. 


Fever 

The average temperature for the cases of gastro- 
enteritis was 99.1°F., and for the appendicitis group 
98.8°F. It is perhaps significant that although 9 
per cent of the former exhibited temperatures of 
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more than 101°F. by mouth, only 1 in the latter 
group was recorded. 


W hite-Cell Count 


The average white-cell count was a little higher 
for appendicitis: 18,300 as compared with 12,400 
for gastroenteritis. Of greater consequence was 
the finding that none of the appendicitis cases had 
a white-cell count of less than 10,000, whereas 37 
per cent of the gastroenteritis series did. 

* * * 


Although, as a rule, the diagnosis is clear and 
straightforward between gastroenteritis and appen- 
dicitis, in the exceptional and bizarre cases the 
following diagnostic points appear to be worthy of 
consideration. 

An explosive onset, colicky abdominal pain, vom- 
iting, diarrhea, high fever and a white-cell count 
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below 10,000 and bizarre or absent abdominal 
signs appear to be characteristic of gastroenteritis 

An insidious onset and a steady abdominal pain, 
on the other hand, favor the diagnosis of appen- 
dicitis. Tenderness and true spasm are of the 
greatest importance, and rebound or cough tender- 
ness referred to the right lower abdominal quadrant 
is almost pathognomonic. 


SUMMARY 


Attention is called to the urgency of a correct 
differential diagnosis between acute gastroenteritis. 
and acute appendicitis in college men. 

The symptoms, signs and laboratory data in 100 
cases of acute gastroenteritis and 60 cases of 
proved appendicitis are reviewed, and the sig- 
nificant differences summarized. 


COLLES’S FRACTURE: A STUDY OF X-RAY FILMS BEFORE 
AND AFTER REDUCTION* 


James W. Sever, M.D.7 


BOSTON 


HIS study is an effort to determine, by means 
of roentgenograms, what should constitute a 
satisfactory anatomic reduction following a Colles’s 
fracture. Measurements of the degree of deformi- 
ty of the distal fragment of the radius in relation 
to the long axis of the shaft before and after re- 
duction were made. X-ray interpretations by the 
roentgenologist were checked and occasionally dis- 
carded as unreliable and optimistic, in relation to 
the actual anatomic findings. It is obvious from 
this study that surgeons and roentgenologists need 
further care and instruction in methods of satis- 
factory reduction of such fractures and in the more 
careful interpretation that should be offered in 
any given case by study of the plate. Strict con- 
sideration of the normal anatomic relations should 
always be the criterion by which a good or unsat- 
isfactory reduction is reported to the surgeon. This 
study does not undertake to report on the func- 
tional results, which are to be reported in a later 
paper in which the anatomic findings will be cor- 
related with the functional results so far as pos- 
sible. 
In this report, 199 cases of Colles’s fractures were 
studied, and so far as the x-ray films were avail- 
able before and after reduction, measurements 


*Read at the annual meeting of the New England Surgical Society, 
Hanover, New Hampshire, September 5, 1941. 

+Assistant professor of orthopedic surgery, Harvard Medical School; asso- 
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were made from them. In each plate, a line was 
drawn parallel to the long axis of the radius in 
the lateral plane, and another line was drawn par- 
allel to the plane of the radiocarpal joint. Then, 
with a transparent protractor, the joint angle was 
determined in relation to the long axis of the 
radius. In this way, an excellent and fairly accu- 
rate determination of the amount of the original 
deformity or displacement of the distal radial frag- 
ment and of the,,relative degree of replacement 
following reduction was obtained. 


A few degrees one way or the other must be 
allowed for error in such measurements. In many 
cases, the angle of rotation of the forearm varied, 
but the roentgenologist assured me that this rota- 
tion would not alter to any great extent the joint 
angle as I determined it, so long as it was a rea- 
sonable attempt at a lateral view. 

There were 40 men and 159 women in this se- 
ries. The right wrist was fractured in 89 cases, 
and the left in 112 cases; the ulnar styloid was 
fractured in 84 cases. There was a great variety 
in the types of fractures noted — from the simple 
fracture of the lower end of the radius, often with- 
out much displacement, to the severe comminuted 
fractures, with considerable displacement of the 
fragments in all directions. No attempt is made 
in this report to classify them further, since such 
a classification would be useful only for two rea- 
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sons — namely, an anatomic one, and one having to 
do with function in relation to the types of frac- 
ture. These factors will be considered in the 
later report on function. No cases of reverse 


Figure 1. 


These films show excellent reduction; however, the 
postreduction view 1s not a true lateral. 


Colles’s fracture or the so-called “Smith fracture” 
were seeti in this series. 

An average of 181 cases showed the degree of 
deformity, or backward rotation of the radiocarpal 
joint before reduction, to be -28° from the per- 
pendicular. Ten cases had an average of 7.8°, 
which is about half normal. The normal forward 
palmar inclination of the radiocarpal joint to the 
long axis of the radius averages about 15° beyond 
the right angle; that is, the joint, with the hand 
pronated, faces distinctly downward to allow for 
full and free flexion. All measurements noted in 
this report are, however, to be considered plus or 
minus, in relation to a right angle, to the long axis 
of the shaft of the radius. In the anteroposterior 
view, the concave articular surface of the radius 
faces inward at an angle of about 25°. Following 
reduction, a number of patients had no check-up 
films, so that data regarding a satisfactory reduc- 
tion could not be obiained. 
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In patients on whom check-up x-ray studies 
were made, it was found that 36 cases were re- 
duced to only 90°, and 24 cases had an average 
residual deformity, after reduction, of -8.3°. In 
other words, these 60 cases, or approximately 39 
per cent, were not at all satisfactorily reduced. In 
92 other postreduction cases, the average angle was 
determined as +10.9°, which, for an average, was 
fairly satisfactory, but individual cases varied from 
+5° to +30°. 

Besides these evident poor reductions of the 
gross backward deformity, often with persistence 
of the typical silver-fork appearance, there was a 
marked lapse in correction of the radial deviation 
of the hand. In this way, and because of the lack 
of correction of these two primary and major fac- 


Ficure 2. 


This case had considerable prereduction deformity, 
which was not wholly corrected. 


tors, it was evident that the main problem of re- 
duction of the fracture had not been grasped. 
Fractures that had been reduced by surgeons of 
experience and skill generally showed an excellent 
anatomic result. In the other cases, there were 
many lapses, owing, I believe, to lack of knowledge 
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of what had actually happened, and how to correct 
it adequately. 

For many years, Colles’s fractures have been re- 
garded as simple fractures, which anyone could 
treat, and this point of view has been emphasized 
by the rather loose teaching of a number of men 
who should have known better. All that was 
necessary, it was stated, was a simple, single motion 
of flexion of the wrist following breaking up of 
the impaction of the radius. Adduction of the 
hand was not insisted on as a means not only of re- 
storing length to the radius but also of re- 
establishing the relation of the radioulnar joint. As 
a result, flexion of the wrist in plaster, following 
an attempted reduction, has been all that has been 


Ficure 3. 


In this case, there was excellent reduction, even 
though the postreduction film is not a true lateral. 


done in many cases. In this study of x-ray films, 
I have seen many in which the wrist is only mod- 
erately flexed — the motion occurring at the radio- 
carpal joint, but limited, because the backward tilt- 
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ing of the distal radial fragment has not been whol- 
ly reduced. Wrist flexion has become the position 
in which it has been assumed that the fracture has 
been satisfactorily reduced, when that is often not 
true. The hand is generally only pulled on and 
the wrist flexed, without any real attempt to 
manipulate and reduce the radial fragment. Ade- 


Ficure 4. 


These films show a bad deformity that was corrected 
to a right angle only; the reduction was excellent. 


quate reduction of the backward angulation of 
the radial fragment is not accomplished — or rare- 
ly so— by flexion of the wrist alone. Flexion and 
adduction of the wrist should be only secondary 
positions, following adequate reduction of the frac- 
ture itself, and merely to prevent recurrence of 
the deformity. 

In my opinion, there is no one and universal 
method by which a Colles’s fracture may be easily 
and successfully reduced, but certain procedures, 
such as loosening of the impaction, flexion of the 
backwardly rotated distal fragment and adduction 
of the hand, are essential. In part, I believe, this 
complacent attitude has been the result of the lack 
of knowledge on the part of the physicians in inter- 
preting the x-ray films, and of the optimism of 
the roentgenologist in reporting “good position” 
or “satisfactory reduction following manipulation” 
when such a report should never have been made. 
In many of these cases, there has been only slight 
reduction, if any, of the rotation of the distal ra- 
dial fragment, and very little consequent restora- 
tion of the normal joint angle. This, I believe, is 
the fault of both the surgeon and the roentgenolo- 
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gist and is due to ignorance and faulty observations 
on the part of both. A proper measurement of the 


Ficure 5. 


In this case, there was a badly comminuted fracture, 
in which all the carpal bones were in front of the long 
axis of the radius; an excellent reduction was obtained. 


displacement before and after reduction should be 
part of the x-ray record and should be so reported. 
321 Dartmouth Street 


DISCUSSION 


Dr. Orro J. HerMann (Boston): The first thing I 
should like to mention is the use of the term “Colles’s 
fracture.” I have instructed my interns not to use that 
designation or “Pott’s fracture” as a final diagnosis, When 
such general terms are used, they should be followed by 
an anatomic description of the fracture. 


Several years ago, in an excellent paper, Dr. Grantley 
W. Taylor described the different types of Colles’s frac- 
ture. Seventy-five per cent are the ordinary type, and in 
my estimation, their care is very simple. It is the com- 
minuted types, which disturb the integrity of the radio- 
ulnar joint, in which poor results are obtained. I have 
seen cases in which the comminuted fractures have been 
well reduced that have gone on to a poor end result be- 
cause they were taken care of in the ordinary routine 
manner. For this reason, I try to get the intern to de- 
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scribe the fracture in an anatomic fashion, and in that 
way the man handling it afterward knows with what he 
is dealing, and whether or not a case may need the nec- 
essary protracted fixation and to be kept up in flexion and 
pronation longer than the average case. 

Haggard, in a rather good paper on this subject, advo- 
cated prolonged fixation. It was not clear to everyone 
what he was driving at, but I think it was at complicated 
types. 

In treating these fractures, I tell my men to be sure to 
reduce the radial end and then pay attention to the ulna, 
which is the chief point after the radial fracture is re- 
duced. The position we generally use is pronation flex- 


Ficure 6. 
These films show poor and incomplete reduction; 
the hand was flexed, but the radial fragment was still 
displaced and rotated backward. 


ion, attention being paid to the ulna, getting good devia- 
tion and keeping the ulna up and in. 


Dr. Peirce H. Leavirr (Brockton, Massachusetts): The 
subject of Colles’s fracture is still a controversial one. 
Surgeons were fighting over it in the good old days, and 
they are still fighting about it; there is still not enough 
emphasis on proper attack. 

If a patient with gall-bladder disease or a goiter be- 
comes worse, it is usually accepted by relatives and 
friends that these are serious cases and that the pa- 
tients do not do very well, and the matter is ended. A 
Colles’s fracture, however, especially with those of us who 
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meet it every two or three weeks of our lives, is a walk- 
ing advertisement and not a very good one, if things do 
not go well. 

Out in the country, where we meet the young lads who 
have come out of the big hospitals where they have had 
their training, we find a rather poor job done on Colles’s 
fractures. The first thing seems to be that they lack the 


FicureE 7. 


In this case, excellent reduction was obtained; note 
that both films are true lateral views. 


courage to go ahead and take hold of the fracture and re- 
duce it. They take it in hand, fool around a bit and put 
splints on and get somebody to take an x-ray film, and in 
six or eight weeks, the case drops into the hospital and the 
fracture is incompletely reduced. 

I think more instruction should be given to the in- 
terns on nonfracture services; it should be emphasized 
that a Colles’s fracture is a very grave thing and that it 
takes a definite amount of skill to handle one properly, 
and they should be carefully instructed on how to do so. 
There is a tendency for the intern to call up and say, 
“There is a Colles’s fracture in,” and the visiting man 
says, “All right, go ahead and fix it up”; they do it and 
get away with it in about 75 per cent of the cases, but the 
remaining 25 per cent are poorly done. I should put up a 
plea, being out in the country, for more careful, really 
severe, instruction and caution to the young lads in the 
handling of what everybody calls a simple fracture but to 
my mind is not. 
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Dr. James B. WoopMan (Franklin, New Hampshire): I 
should like to ask Dr. Sever if he ever uses local anesthesia 
— novocain — in the reduction of Colles’s fracture. 


It has been my observation that these fractures are 
largely impacted and that complete relaxation makes it 
very much easier to reduce the fracture and get it where 
it will stay; it seems to me that the majority, after once 
being fully and completely reduced, have a tendency to 
stay reduced, although there are some that do not. 


I used a local anesthetic once and got away with it, in 
an old lady. I did not wish to give her anything more 
than a local anesthetic. 


Dr. Ezra Jones (Manchester, New Hampshire): Dr. 
Sever has very well covered the subject of the usual type 
of Colles’s fracture, and brought out the interesting points: 
proper forward angulation of the articular surface of the 
lower end of the radius and proper x-ray films. I thought 
it might be of interest to report two cases of an unusual 
type of this fracture, the reverse Colles’s or Smith type. 
This, as you know, is very difficult to hold after reduction. 

In one of these, when the patient came to the hospital, 
the fracture was reduced and placed in flexion, as the 
ordinary Colles’s fracture is. There was a marked de- 
formity two days later. After the next reduction, it was 
placed in moderate dorsiflexion. This resulted in a for- 
ward angulation of the lower fragments. After the next 
attempt, reduction was accomplished, and a cast was ap- 
plied with the forearm and hand at 120°, but deformity 
resulted. Then it was decided that an open reduction 
was necessary. 

This time, an incision was made over the dorsum of 
the forearm, and a screw was placed from the shaft down 
into the lower end. This gave a satisfactory result and, 
I believe, is an excellent way to hold this particular type of 
fracture. 


Dr. Sever (closing): I used a local anesthetic once, at the 
suggestion of Dr. Robert Carruthers, of Cincinnati, who 
used to come to Boston occasionally. He and his son 
are very great advocates of local anesthesia in the reduc- 
tion of fractures-of all types. In this one case, a fractured 
wrist, I did not use novocain enough to anesthetize the 
area completely and I did not succeed in doing what | 
wanted to very comfortably. I did not like the method, 
and I have never used it in the reduction of a Colles’s 
fracture since. 


I use gas and oxygen or pentothal sodium, which is very 
simple and very easy, and in that way one can obtain 


‘sufficiently long anesthesia to do anything that one 


chooses. 


I was very much interested in Dr. Jones’s cases of re- 
verse Colles’s or Smith fracture, because I have never 
seen one. I have been looking for one for a long time, and 
here he shows up with two. 


There was a very interesting paper, during the last 
year, in the Journal of the American Medical Association, 
on Smith fractures, in which the authors said that no case 
of reverse Colles’s fracture could be held, or satisfactorily 
reduced and held, without an open reduction and fixation 
by some means or other. After hearing Dr. Jones’s cases, 
I think that is probably quite right. 

I do believe that we should make an effort to see that 
the x-ray technicians take true lateral views and insist on 
it, or even go and be present when the films are taken, 
and then make adequate measurements of the joint 
angles. It is a simple and satisfactory procedure, and one 
knows where one stands. 
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ESSENTIAL DYSMENORRHEA — FREMONT-SMITH 


ESSENTIAL DYSMENORRHEA* 


Maurice Fremont-Smitu, M.D.7+ 


BOSTON 


SSENTIAL dysmenorrhea is a_ medical 

enigma, and the last sixty years have done 
little to solve this problem. In 1879, Dr. J. M. 
Duncan, of St. Bartholomews, discussed both the 
etiology and treatment of this disorder in terms 
almost identical with those in current use today. 

The condition, although not serious in itself, may 
result in severe economic, social and psychologic 
handicapping of a young woman forced to look 
forward month after month to hours or days of 
regularly recurring pain and periodic disorganiza- 
tion of life. Small wonder that some women fear 
and resent their function as women and pass on to 
their adolescent daughters a distorted attitude 
toward the specific biologic function of woman- 
hood 

It is to point out how little is known concerning 
the pathogenesis of dysmenorrhea that this paper 
is presented. Some recent investigative work is 
reviewed, contradictory experimental conclusions 
are presented, and the consequent confusion in 
rationale of treatment is discussed. 

The onset of dysmenorrhea may coincide with 
the menarche or may first appear after months 
(even a few years) of painless menstruation. The 
pain, sometimes severe, crampy and usually supra- 
pubic (occasionally with radiation to the back and 
thighs), may begin a few hours before and con- 
tinue through the period, or twenty-four to forty- 
eight hours previously, ceasing with the appear- 
ance of active bleeding. Nausea and prostration 
are not infrequent. | 

Pregnancy usually (although not always) cures 
the condition; dilatation of the cervix gives relief, 
sometimes permanent, and presacral neuronectomy 
eliminates pain (with an occasional failure and an 
occasional recurrence). Scores of remedies, some 
of physiologic potency, many inert, have given 
temporary relief. 

Numerous theories have been offered in explana- 
tion of this condition. 


MECHANICAL THEORIES 

For years, cervical obstruction was believed to be 
the cause of dysmenorrhea, and this hypothesis was 
sustained by the fact that dilatation was so fre- 
quently followed by relief. It is now recognized 
that, although a rare case of menstrual pain is 
due to cervical obstruction, such pain is not, strictly 
speaking, essential dysmenorrhea. In_ essential 


dysmenorrhea, the cervix is often soft and patu- 
*Presented, in part, at the annual meeting of the American Clinical and 
Climatological Association, Skytop, Pennsylvania, October 17, 
From the Ovarian Dysfunction Clinic, Massachusetts General Hospital. 
¢Instructor in medicine, Harvard Medical School; associate physician, 
Massachusetts Gereral Hospital. 


lous." > Why relief follows dilatation is not under- 
stood — paralysis of parasympathetic nerve endings 
in the cervix has been suggested. The degree and 
duration of relief is apparently related to the degree 
of dilatation obtained and the length of time it is 
maintained. Such relief rarely persists over six 
months, after which pain frequently returns at its 
previous level of intensity. The fact that even 
temporary relief is obtained after cervical dilata- 
tion, however, focuses attention on the cervix as a 
possible source of pain in this condition. 


Hypoplasia of the uterus is present in some wom- 
en who experience pain with the periods,” and long- 
continued estrin therapy has lessened, but not 
cured, dysmenorrhea in a few cases.2 Meigs* 
finds soft and atonic, as well as small, firm and 
anteflexed, uteri in women with this disorder. He 
has noted many in whom the uterus is normal in 
size and consistence. The rhythm, ovulation and 
ability to bear children in women suffering from 
dysmenorrhea are characteristically normal. 


Presacral neuritis has been considered a cause 
of dysmenorrhea. Davis® states: 

. . in the majority of cases of severe spasmodic dys- 
menorrhoea the peripheral sympathetic nerves of the 
uterus —as represented by the presacral nerve —are 
pathologically altered in some degree. This alteration 
is in the direction of a subacute or chronic neuritis, 
and manifests itself in widespread degeneration of the 
ganglion cells, interstitial infiltration, and the other 
changes described in detail above. 


Such changes were found in over 70 per cent 
of his cases. 

Psychologic factors are of undoubted importance 
in the etiology of dysmenorrhea.$ Novak and 
Harnik® believe that all cases are explainable on 
the basis of psychic trauma. These authors report 
168 cases treated by psychotherapy, with complete 
relief in 71 and improvement in 89. Others con- 
sider a lowered psychologic threshold responsible 
for dysmenorrhea; thus, stimuli of normal inten- 
sity, originating in the uterus, are interpreted, 
at the psychic level, as pain.’ 

That the pain of dysmenorrhea is in some way 
associated with contractions of the uterine muscle 
has been postulated on the following evidence: the 
pain is like that of uterine colic; it is described as 
identical with the pain of abortion by women who 
have experienced both; afterpains mimic the 
cramps of dysmenorrhea; during dysmenorrhea, 

tA strong argument for a psychologic factor in dysmenorrhea is the 
response of patients to suggestion; temporary relief follows almost every 


type of treatment with substances frequently contradictory in physiologic 
activity or else physiologically inert. 
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‘blood has been reported to leave the body in 
gushes*; and introduction of a sound into the 
uterine cavity produces identical pain. 

Contradictory evidence exists, however, concern- 
ing the type of uterine motility obtaining through- 
out the normal menstrual cycle, and the causal 
relation between uterine contraction and pain. In 
the monkey® and, according to Dickinson,’ in 
human beings, the greatest activity in the uterus 
and tubes occurs just prior to ovulation (in the 
normally menstruating woman between the four- 
teenth and sixteenth days of the cycle). With or 
soon after ovulation, these movements progres- 
sively decrease, and the latter part of the cycle is 
characterized by quiescence, persisting during 
corpus-luteum activity. During menstruation in 
human beings, Dickinson noted (by rectal palpa- 
tion) only moderate contractility of the uterus — 
“never reaching an intensity comparable to that 
observed at the mid-interval.” 

Knaus” filled the cavity of the uterus with sterile 
oil and registered the changes in uterine pressure 
on a kymograph attached to an insufflator placed 
in the cervix. He found rhythmic contractions 
present during the first fourteen days of the cycle; 
during this period, the uterus responded by con- 
traction to the intravenous injection of prepara- 
tions of the posterior pituitary gland. From the 
sixteenth day to just before menstruation, sponta- 
neous contractions were absent, and the uterus 
failed to contract following the intravenous in- 
jection of posterior pituitary extract. Knaus be- 
lieved that the date of ovulation could be deter- 
mined by the change in uterine response to pitui- 
tary extract. ‘ 

However, Moir,'’ using the intrauterine bal- 
loon method, noted that myometrial activity was 
greater during the first and second days of men- 
struation than in any other portion of the cycle. 
When pain was present, the degree of uterine 
contraction roughly paralleled the intensity of dis- 
comfort experienced. In the presence of pain, he 
invariably found frequent and irregular contrac- 
tions, during which intrauterine pressures of 120 
mm. of mercury or more were observed. At the 
height of the cramp in many patients, the intra- 
uterine pressure “exceeded by a considerable mar- 
gin the systolic [? brachial] blood pressure.” Pain 
was experienced as the contraction neared its 
acme, but “tended to continue until the uterus was 
completely relaxed, and even then did not always 
cease at once.” Moir reasoned that pain might be 
due, not to the uterine spasm as such, but to a 
diminution of blood flow during contractions, re- 
sulting in local ischemia of the myometrium. He 
suggested that the cramps were caused by a mech- 
anism similar to that productive of pain in angina 
pectoris. 
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Other observations, however, cast doubt on a 
necessary relation between cramps and simultane- 
ous uterine contractions. Falls et al.’” stated that 
progestin, given on the seventh day of the puer- 
perium, effectively inhibited the uterine contrac- 
tions associated with afterpains. Lubin, Clarke 
and Reynolds,” on the other hand, showed that 
although progestin relieved the pains in every case 
in their series, the duration and frequency of con- 
tractions were not significantly altered. In cases 
in which lessening of amplitude of contraction 
occurred, relief of pain preceded recognizable 
changes in the height of contractions. Their con- 
clusion was that “relief from after pains is not nec- 
essarily associated with striking changes in uterine 
motility.” 

Lackner, Krohn and Soskin? obtained complete 
relief of pain in 8 of 10 patients by endocrine 
treatment given during attacks of dysmenorrhea. 
In 5, relief followed progesterone therapy; in 3, 
progesterone was ineffective, and the pain was re- 
lieved following estrin. Two patients obtained no 
benefit from either preparation. Moreover, these 
authors, using the intrauterine balloon method, 
reported: 


At least two of the women who obtained relief from 
progesterone showed no diminution in the size of their 
uterine contractions at the time their pain was com- 
pletely relieved. The other three cases did show reduc- 
tion in uterine motility, but relief occurred without 
amounts of progesterone necessary to cause demonstrable 
decrease in uterine contractions. 


This work failed to establish the therapeutic value 
of progesterone in dysmenorrhea, and cast doubt on 
the hypothesis relating pain to uterine contractions 
per se. 

Wilson and Kurzrok™ confirmed Moir’s obser- 
vation that maximal contractions occur not just 
prior to ovulation but at the onset and during the 
early phase of menstrual flow. They found that 
the follicular phase was characterized by high tonus 
and small, rapid uterine contractions, and the luteal 
phase by lower tonus and slow contractions. They 
stated that “contractions of maximum intensity 
appear precisely when dysmenorrhea occurs.” 
However, examination of seventy-two tracings 
(intrauterine balloon) from 14 patients with dys- 
menorrhea revealed “no significant variation in 
either tonus, rate or amplitude,” as contrasted with 
three hundred and fifty-one tracings in 29 normal 
controls. They stressed the fact that only patients 
who had ovulated and showed a secretory endo- 
metrium could have essential dysmenorrhea.* 

Finally, Wilson and Kurzrok,’ in 1940, studying 
29 cases of dysmenorrhea by the intrauterine bal- 


*A woman with primary amenorrhea in whom cyclical bleeding was 
produced at regular intervals by the administration of estrin had painless 
periods. When progesterone was added to produce a secretory endometrium, 
the period was for the first time accompanied by pain. 
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loon procedure, failed to confirm Moir’s finding 
that menstrual cramps coincided with unusually 
strong contractions of the uterus. Although dys- 
menorrhea was present, no apparent alteration 
from the normal myometrial motility was found. 
In each case in which pressures were recorded dur- 
ing cramps, the amplitudes were well below the 
level of the systolic pressure. In 1 patient, pitui- 
tary extract brought about an intrauterine pres- 
surc exceeding 120 mm., but no pain was experi- 
enced. If pain was already present, pituitary ex- 
tract increased it, and uniformly caused a rise in 
tonus and an increase in amplitude and frequency 
of contraction. The authors reported one experi- 
ment in which the balloon was introduced into 
the uterus during dysmenorrhea; large contrac- 
tions, typical of early menstruation, were observed. 
Later, the balloon was expelled. On its imme- 
diate reintroduction, no pain was experienced, but 
“except for a slight reduction in tonus [usual with 
introduction of a bag], there was no significant al- 
teration in the type of contraction.” Kurzrok be- 
lieves, therefore, that “dysmenorrhea may be re- 
garded as a disorder in which normal [italics 
mine] uterine contractions, during the phase of 
maximum amplitude, reach consciousness.” 

In summary, the following statements express 
these contradictory opinions concerning uterine 
physiology: uterine activity is greatest just prior to 
ovulation; the strongest uterine contractions occur 
at onset of menstruation; painful menstruation is 
accompanied by excessively strong contractions, re- 
sulting in high intrauterine pressures; progesterone 
relieves afterpain without simultaneously inhibit- 
ing contractions; there is no relation between 
cramps and the strength of uterine contractions or 
the height of intrauterine pressures; and dysmen- 
orrhea does not occur in the absence of a secre- 
tory endometrium. 


ENpocrINE THEORIES 


If the above observations are not in agreement 
regarding the physical mechanism of pain pro- 
duction, agreement is even less evident in the sev- 
eral endocrine theories proposed to explain dys- 
menorrhea. Fluhmann” lists the following cur- 
rent hypotheses: deficiency of estrin, excess of 
estrin, lack of progesterone, excess of progesterone, 
thyrotoxicosis, hypoglycemia and calcium deficien- 
cy. He remarks that dysmenorrhea may have no 
relation to a disturbed endocrine balance. 

The various theories are not considered in this 
study except so. far as they concern observations 
made in the Ovarian Dysfunction Clinic of the 
Massachusetts General Hospital. 

Twenty-five cases of essential dysmenorrhea 
treated with estradiol benzoate were reported from 
this clinic in 1940 by Sturgis and Albright.? These 
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authors observed, confirming Kurzrok’s findings, 
that ovulation during the preceding cycle was a 
prerequisite for dysmenorrhea. They demonstrated 
that by correctly timed administration of a potent 
estrogen, which acted presumably to inhibit the 
pituitary follicle-stimulating hormone and thus sup- 
pressed ovulation, painless bleeding could be con- 
sistently substituted for a painful period, and that 
such substitution could be continued over many 
months. 

Although endometrial biopsy directly before a 
painful period invariably showed the normal secre- 
tory pattern, a proliferative endometrium was 
found prior to bleeding in every case in which a 
painless menstrual period had been induced by the 
administration of estrogens. Cramps could be 
induced in patients experiencing painless (anovula- 
tory) bleeding by the administration of sufficient 
amounts of progesterone. 

Since the publication of Sturgis and Albright’s 
report, these observations have been verified and 
extended. Other estrogens, such as stilbestrol and 
estradiol dipropionate, have been substituted for 
estradiol benzoate, with identical results. In a few 
cases, estrogens given during the last two weeks 
of the cycle have brought about diminution — but 
in no case elimination — of cramps. Estrin therapy 
given approximately every other month over long 
periods (three years) has not, except in a few 
cases, brought about improvement in dysmenor- 
rhea after therapy has been stopped. Progestin 
given to patients with dysmenorrhea during the 
week preceding the flow has generally increased 
pain at the subsequent period. 


No satisfactory treatment for dysmenorrhea has 
been developed. Relief may be obtained by sup- 
pression of ovulation and production of conven- 
iently timed anovulatory bleeding. As soon as 
normal menstruation, including ovulation, is re- 
sumed, dysmenorrhea recurs.* 


In a regular twenty-eight-day cycle, pituitary 
action may be consistently inhibited, —that is, 
ovulation may be suppressed, —and_ estrin-with- 
drawal bleeding, which is invariably painless, may 
be produced at about the usual time of the next 
expected period by one of the following proce- 
dures: about 1.5 mg. of estradiol benzoate intra- 
muscularly on the sixth day following onset of the 
period, and every third day thereafter to a total of 
six doses; 1 mg. of diethyl stilbestrol orally on the 
sixth day after onset, and daily over a total period 
of twenty days; and 10 mg. of estradiol dipro- 
pionate intramuscularly on the sixth and sixteenth | 
days following the onset of the period. If the 


*That pituitary function may be inhibited over long periods, with im- 
mediate resumption of activity after the inhibiting influence is withdrawn, 
is evidenced by cases of granulosal-cell tumor and arrhenoblastoma. Follow- 
ing removal of such tumors, normal ovulatory periods are resumed. 
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cycle is other than twenty-eight days, estrin treat- 
ment, to repress ovulation, should be started on 
the twenty-second day before the next expected 
period. 


Discussion 


Contractions of the uterus may be painless — 
even strong contractions, as at the onset of labor 
or, in a painless phase, following the administration 
of pituitary extract. In dysmenorrhea, however, 
considerable evidence of a time relation between 
uterine contractions and the occurrence of pain 
has been presented. Under certain circumstances, 
particularly when pituitary extract is given during 
a painful phase, both contractions and pain are 
increased simultaneously. For the existence of 
such a painful phase, the effect of progesterone is 
apparently necessary. 

Therefore, the following tentative conclusions 
seem warranted: the pain of dysmenorrhea does 
not occur in the absence of active uterine contrac- 
tions; and one or more secondary factors must be 
present if pain is to occur. If this is true, treat- 
ment of the disorder could be effective either by 
causing diminution of uterine contractions or by 
influencing this unknown secondary factor. One 
may thus regard the contraction as the precipitating 
and some other (? endocrine or circulatory) factor 
as the predisposing cause of dysmenorrhea. 
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SUMMARY 


Theories of the causation of dysmenorrhea are 
reviewed, contradictory observations on normal 
uterine physiology are presented, and the present 
status of treatment is discussed. 


12 Hereford Street 


REFERENCES 


- Novak, E., and Reynolds, S. R. M. The cause of primary dysmenor- 
4 with special reference to hormonal factors. J. A. M. A. 99:1466- 

Lackner, J. E., Krohn, L., and Soskin, S. The etiology and treatment 
of primary dysmenorrhea. Am. |. Obst. & Gynec. 34:248-266, 1937. 

Sturgis, S. H., and Albright, F. The mechanism of estrin therapy 
in the relief of dysmenorrhea. Endocrinology 26:68-72, 1940. 

Ps J. V. Personal communication. 

Davis, A. Discussion on intrinsic dysmenorrhoea. 
29:931.947 


Proc. Roy. Soc. Med. 


d Harnik, M. Ursache und Behandlung der Dysmenorrhoe. 

Med. Klin. 25: 251. 254, 1929. Die psychogene Enstehung der Menstrual 
Kolik und deren Behandlung. Ziéschr. f{. Geburtsch. u. Gynak. 
96:239-296, 1929. 

Wilson, L., and Kurzrok, R. Uterine contractility in functional dys- 
menorrhea. Endocrinology 27:23-28, 1940. 

8. Westman, A. Untersuchungen iiber die Physiologie der Tuba uterine 
ft Macacus Rhesus-Affen. Acta obst. et gynec. Scandinav. 8:307-355, 

Dickinson, R. L. The technic of timing human ovulation by palpable 
changes in ovary, tube, and uterus. Am. ]. Obst. & Gynec. 33:1027- 
1033, 1937 

. Knaus, H. Eine neue Methode zur Bestimmung des Ovulationstermines. 

Zentralbl. f. Gynadk. 53:2193-2203, 1929, 


11. Moir, C. Discussion on intrinsic dysmenorrhea. Proc. Roy. Soc. Med. 
29:950-9 52, 1936. 
12. Falls, F. H. Lackner, J. E., and Krohn, L. Effect of progestin - 


substances on human uterine contractions. A. M. 
106:271-275, 1936. 

. Lubin, S., Clarke, F. J., and Reynolds, S$. R. M. The relation of 
after-pains to uterine contractions following administration of pro 
gestin. Am. ]. Obst. & Gynec. 33:143-149, 1937 

- Wilson, L., and Kurzrok, R. Studies on the motility of the human 

aged - vivo: a functional myometrial cycle. Endocrinology 23:79- 

Fluhmam, C. F. Ovarian dysfunctions and their treatment. J]. 4. M. A. 

116:831-836, 1941. 


MEDICAL PROGRESS 
LABORATORY AIDS IN THE DIAGNOSIS AND PROGNOSIS 
OF HEART DISEASE* 
Laurence B. M.D.t 


BOSTON 


average cardiac patient can be diagnosed 
with accuracy and treated properly and effect- 
ively with little or no assistance from the laboratory. 
Many patients, however, are not average and can 
be adequately evaluated only with the help of such 
laboratory aids, and since the total number of per- 
sons with real or suspected heart disease is very 
large, the total number of patients requiring such 
study will be very considerable. In general, labora- 
tory tests of value in cardiology can be divided into 
those that give information concerning the pres- 

Reprints of articles in this series are not available for distribution, but 
the articles will be published in book form. The current volume is 
Medical Progress: Annual, 1940 (Springfield, Illinois: Charles C Thomas 
Company, 1941. $4.00). 

*From the Thorndike Memorial Laboratory, and the Second and Fourth 
Medical Services (Harvard), Boston City Hospital, and the Department 
of Medicine, Harvard Medical School. 

tAssociate in medicine, Harvard Medical School; assistant physician, 


Thorndike Memorial Laboratory; assistant visiting physician, Boston City 
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ence of heart disease or one of its manifestations, 
and those that are useful in estimating the func- 
tional capacity of the heart. However, just as it is 
impossible to divide clinical symptoms or physical 
signs into those that are purely diagnostic and 
solely prognostic, so the two types of laboratory 
procedures often overlap. Moreover, some tests are 
sufficiently simple, accurate and helpful to be part 
of the armamentarium of the general practitioner; 
some are of established practical value but are 
complex or require elaborate apparatus so that they 
fall into the province of the specialist or the large 
clinic; and finally there are tests that may be use- 
fully employed in research in cardiologic problems 
but have not yet become applicable in clinical 
practice. Every physician should know, to some 
extent at least, of the tests that fall into each group, 
and their bounds of usefulness. 


| 
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Valuable Laboratory Tests in General Practice 


Electrocardiogram. When one thinks of a lab- 
oratory test in the diagnosis of heart disease, the 
first that comes to mind is undoubtedly the electro- 
cardiogram. The application of the electrocardio- 
gram to the general practice of medicine was dealt 
with in a previous progress report.’ Since then, 
little that is new of importance to the general prac- 


titioner has been published, although a good sum-. 


mary of its value by Marvin? has appeared, as well 
as several good new textbooks, notably those by 
Graybiel and White® and Katz,* and new editions 
of older but standard texts, such as those by Ash- 
man and Hull,® and Pardee.® 

The place of the electrocardiogram in general 
practice should be evaluated in the light of the 
following facts. The electrocardiogram is an in- 
strument for the measuring of changes in electrical 
potential set up in the heart by the spread of the 
excitatory impulse or the contraction of the heart 
muscle; it measures this and nothing else. It gives 
valuable information regarding arrhythmias and 
heart block; it is often of great diagnostic help in 
cases of myocardial infarction and frequently 
shows changes indicative of disease in the heart 
that are useful when assessed against the clinical 
findings. It gives no information directly of the 
presence of valvular disease and, hence, is of little 
help in the interpretation of murmurs. It reveals 
nothing regarding the presence or absence of 
myocardial failure, either congestive or anginal. 
With proper appreciation of the bounds of its use- 
fulness, and adequate training in the interpretation 
of the tracings, it is a valuable and occasionally 
essential aid in the handling of cardiac patients. 
Unfortunately, there is at present a tendency on the 
part of some physicians not fully trained in electro- 
cardiography to exploit it beyond its limitations, 
with the result that on occasion much harm is done 
from wrong diagnosis and ill-advised therapy based 
on the misinterpretation of electrocardiograms. 


Cardiac roentgenography. The x-ray offers the 
best method of studying the size and shape of the 
heart and its various chambers and of the great 
vessels. Although an anteroposterior roentgeno- 
gram with the tube at a distance of 6 or 7 feet, 
to minimize distortion, is usually adequate, more 
information as a rule can be gained from fluoro- 
scopic examination, which gives a dynamic picture 
of the movement of the various parts of the heart 
and great vessels, and more easily permits study 
in the oblique and lateral positions. Such study 
is particularly useful in estimating enlargement of 
the aorta, the left auricle or the right ventricle. 
Although no test is highly reliable, fluoroscopy is 
the most helpful method of detecting early syph- 
ilitic aortitis. The diagnosis of mitral stenosis can 
sometimes be confirmed by this procedure when 
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the results of physical examination are equivocal.” 
It has been claimed that myocardial infarctions 
can be detected by such examination’; however, 
few roentgenologists or cardiologists are sufficiently 
skilled in fluoroscopy to diagnose such lesions with 
certainty in the absence of other clinical evidence. 
Just ‘as with electrocardiography, there is an unfor- 
tunate tendency for some to exaggerate the role 
of roentgenology in cardiac diagnosis. 

Recently, Robb and Steinberg® have perfected 
a method, which had been previously employed, 
for the visualization of the heart and great vessels 
by the sudden introduction into the circulation 
of a large amount of opaque material (Diodrast) 
and the recording by x-ray photographs taken at 
appropriate times. This method has at times 
proved to be of great help, especially in the dif- 
ferential diagnosis of mediastinal lesions, but it is a 
procedure whose use is limited, owing to the great 
technical dexterity and experience required and 
to the fact that its safety has not yet been com- 
pletely established. 


Vital capacity. Ever since the demonstration by 
Peabody and his associates in 1917 of a reduced 
vital capacity of the lungs in congestive heart 
failure, this test, being simple and easy to carry 
out, has been widely employed. Unfortunately, 
it has a limited application in the diagnosis of in- 
dividual patients. Although it is quite true that 
the vital capacity is reduced in early heart 
failure, the limits of normal are so wide that minor 
reductions may not be detectable; and, moreover, 
conditions that frequently enter into the differ- 
ential diagnosis of heart failure, such as chronic 
pulmonary disease, often also involve a reduction 
in vital capacity. Occasionally, the demonstration 
of a normal vital capacity in a person who com- 
plains of great difficulty in breathing is evidence 
in favor of the functional nature of the complaint, 
but such patients with neurocirculatory asthenia 
not uncommonly register low vital capacities, pos- 
sibly because of an inability properly to perform the 
respiratory maneuver involved in the test. 

This test is most helpful in following the prog- 
ress of individual patients with known heart dis- 
ease, since an increase or decrease in the vital 
capacity is often a useful index of improvement or 
regression. However, the patient’s own statements 
regarding the degree of dyspnea encountered in 
his daily activities are usually fully as accurate a 
guide of his condition. 

Velocity of blood flow. The principle of this 
procedure was first applied on a large scale by 
Blumgart, who, in 1927, with the collaboration of 
Yens, devised the radioactive method. He? sub- 
sequently explored its significance, which he re- 
ported in a series of papers, in the preparation of 
most of which the late Dr. Soma Weiss was asso- 


/ 

| 


800 


ciated. When a substance is introduced into a 
peripheral vein, it passes from there to the right 
heart, through the pulmonary circulation back to 
the left heart and out into the systemic arteries. If 
the arrival of such a substance, either in the pul- 
monary vessels or at some point in the systemic 
arterial system, can be determined, the speed of 
blood from the point of injection to the end point 
can be easily measured and related to normal 
standards obtained with the same technic. If the 
cross-sectional area of the vascular bed, especially 
in the lungs, does not change, changes in blood 
velocity will vary directly with changes in the 
output of the heart. There are, however, frequent 
changes in the cross-sectional diameter of the vas- 
cular bed, with or without alterations in the cardiac 
output. In heart failure, the blood velocity (or 
circulation time) is, with rare exceptions, pro- 
longed owing either to pulmonary and peripheral 
stasis, with engorgement and widening of the 
blood vessels, or to a reduced cardiac output, or 
to both. There are rare cases of heart disease 
(hyperthyroid heart, severe anemia and, occasion- 
ally, beriberi) in which the circulation time may 
actually be fast even in the presence of congestive 
failure, because of peripheral vasodilatation or 
increase in cardiac output. In chronic pulmonary 
disease, the blood velocity is usually normal. 

The chief practical value of blood-velocity deter- 
minations is in cases in which the cause of dyspnea 
(pulmonary or cardiac) is uncertain." This 
problem most commonly arises in elderly people 
in whom the dyspnea may be due either to a 
failing arteriosclerotic heart or to senile emphy- 
sema and chronic bronchitis. In the former, the 
blood velocity may be prolonged; in the latter it is 
unchanged. Occasionally, the test may give help- 
ful evidence regarding one of the rare types of 
heart disease with a rapid circulation mentioned 
above. 

Finally, the test may be useful in detecting 
abnormal arterial shunts in congenital heart dis- 
ease.!*_ By the selection of appropriate substances, 
the appearance time can be determined either in 
the pulmonary vessels or in the systemic arteries 
after the passage of the pulmonary circulation. 
Naturally, the second involves a longer interval 
than the first. If, however, there is a right-to-left 
shunt in the heart, as with a patent interventricular 
septum with concomitant pulmonary _ stenosis 
- (tetralogy of Fallot), the appearance time in the 
peripheral arteries may be as short as that to the 
lungs, owing to the short circuit. 

Many substances are employed for the measure- 
ment of blood velocity, and the appearance time 
of each is registered in its own way — by quickened 
respirations, flushing, distinctive taste or burning 
sensation of the tongue, cough or the characteristic 
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odor of the breath. Radioactive material, sodium 
cyanide, decholin, calcium gluconate, saccharin 
and so forth are used to measure the circulation 
time through the lungs and to the systemic circula- 
tion, and ether and paraldehyde are employed as 
measures of the arm-to-lung velocity. Several 
articles summarizing the application and value of 
these various tests are available.!” 


Venous pressure. The term “venous pressure” 
as applied to the study of heart disease refers to 
the pressure in the right auricle, which is obtained 
by determination of the pressure in a large periph- 
eral vein and subtraction of whatever hydrostatic 
pressure difference there may be between the level 
of the vein and the estimated position of the right 
auricle. 

There are two methods of estimating venous 
pressure, the direct and the indirect. One performs 
the indirect method by sealing a small transparent 
capsule over a superficial vein, usually of the dor- 
sum of the hand, and increasing the air pressure 
within the capsule until the vein begins to col- 
lapse."* Although the procedure may still have 
some application in research, it is more involved, 
requires more experience and is less accurate than 
the direct method, which has largely supplanted 
it in clinical practice. 

This latter method simply requires the cannuli- 
zation of a vein with a large bore needle connected 
with a manometer filled with saline solution; one 
then relates the height of the column of fluid in 
the manometer to the level of the right auricle, as 
estimated from the dorsal’ or ventral’ surface of 
the chest. 

In the majority of cases of heart failure, such a 
determination of venous pressure is unnecessary, 
since the diagnosis is sufficiently clear, or because a 
fairly accurate clinical estimate of the venous pres- 
sure can be obtained from observation of the level 
at which the external jugular veins collapse as the 
patient is gradually raised from a supine to a semi- 
recumbent position. However, it is occasionally 
difficult or impossible to tell whether edema is of 
cardiac origin or due to a noncardiac condition, 
such as portal or other venous obstruction. In 
such a case, the determination of venous pressure 
may be helpful, especially if carried out simul- 
taneously above and below the suspected site of 
the obstruction—as in the cubital and femoral 
veins if obstruction of either the superior or in- 
ferior vena cava is suspected. Venous-pressure 
measurements may also be useful in following the 
progress of cardiac tamponade and as a guide for 
pericardial tapping. 

Arterial blood pressure. The measurement of 
the arterial blood pressure is so universally em- 
ployed that one hardly thinks of it as a laboratory 
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procedure. However, certain refinements in the 
taking of blood pressure, although important, are 
all too easily overlooked, and every doctor would 
do well to review these as set forth in the state- 
ment issued by the American Heart Association." 

Graphic methods of recording blood pressure 
are available but have not proved of great value 
in clinical practice. 

Hemoglobin determination. No examination of 
a patient suspected of heart disease is adequate 
without a hemoglobin determination to discover 
the existence of anemia, or rarely of polycythemia, 
primary or secondary. A hemoglobin determina- 
tion carried out by an accurate method is sufficient; 
it is not necessary to perform a red-cell count 
unless the hemoglobin content is abnormal. 

Anemia places a burden on the circulation in 
two ways.'* On the one hand, diminution in the 
hemoglobin, and hence of the oxygen-carrying 
power of the blood, results in impaired nutrition 
of the heart because of relative anoxia of the 
myocardium; on the other hand, the heart of the 
anemic person attempts to compensate for the low 
oxygen capacity of the blood by increasing its out- 
put, and hence the work of the heart is increased. 
Rarely, anemia alone leads to heart failure; much 
more commonly, anemia of mild or moderate de- 
gree exists as an aggravating burden in a person 
with organic heart disease. Such anemia can 
usually be satisfactorily treated, the added burden 
removed and the patient’s cardiac status thus im- 
proved. 

Since the symptoms and signs of severe anemia 
bear some resemblance to those of heart failure, 
only too frequently patients with normal hearts 
suffering from anemia are wrongly treated as car- 
diac patients. These patients may complain of 
breathlessness, fatigue and dependent edema. They 
may have enlarged hearts with systolic and rarely 
diastolic murmurs, and may exhibit electrocardio- 
graphic abnormalities. Such mistaken diagnoses 
can usually be easily avoided if proper examina- 
tion of the blood is made. 

Sedimentation rate and leukocyte count. Both 
these procedures have a useful place in cardiology, 
especially when patients with active rheumatic 
fever or myocardial infarction are followed. In 
active rheumatic fever, either test is contributory 
evidence in favor of activity."® The sedimentation 
rate is likely to be elevated for a much longer 
period than the leukocyte count and hence is a 
better guide of persistence of the infection, 
although neither test is infallible. In myocardial 
infarction, the leukocyte count is often elevated 
within the first twenty-four to forty-eight hours, 
at the time of the febrile response that generally 
occurs, and may reach 20,000 to 25,000. Within a 
few days, it usually returns to normal. The sedi- 
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mentation rate does not begin to rise, as a rule, 
for several days after the onset but continues 
elevated in most cases throughout the healing 
period — that is, about six weeks. It is the best 
laboratory guide of healing in myocardial infarc- 
tion.”° 

Blood nonprotein or urea nitrogen. \n cardio- 
renal cases with organic renal insufficiency, in 
marked heart failure when there is a depression of 
renal function due to congestion, and in certain 
patients who are dehydrated, — even occasionally 
in the presence of edema, —azotemia may occur, 
and its existence can be demonstrated by the find- 
ing of an elevated blood urea nitrogen or non- 
protein nitrogen. The toxic effect may contribute 
to the heart damage and thus institute a vicious 
circle. If this state of affairs is diagnosed, fre- 
quently by the judicious administration of fluids 
much can be done to ameliorate it. 

Tests that indicate early impairment of renal 
function are often useful and provide guides to 
the best management of certain difficult cases. A 
simple test of this type, easily carried out in the 
office or home, is the concentration test. If a 
person can concentrate his urine to 1.020 or higher 
after being deprived of water for fifteen to twenty- 
four hours, his renal function is rarely greatly 
impaired. If such a patient has, at the same time, 
nitrogen retention, it is of extrarenal origin and 
not due to renal insufficiency. Of course, if a 
patient is edematous, and especially if he is in a 
diuretic phase, it may be impossible to dehydrate 
him sufficiently to obtain a concentrated urine sam- 
ple, and under such circumstances the concentra- 
tion test becomes of no help. Another renal-func- 
tion test easily performed is the fractional phenol- 
sulfonphthalein excretion test.27 More compli- 
cated, but more accurately quantitative, are the 
various clearance tests, in which the rate of ex- 
cretion of substances such as urea, creatinine, 
inulin, Diodrast and glucose are determined.”* 

Urine and blood sugar. Since diabetes is so 
commonly associated with degenerative vascular 
disease, many cardiac patients also have diabetes. 
The proper regulation of the diabetic state is an 
important element in the therapy of heart disease. 
Therefore, the urine of every cardiac patient 
should be carefully and often repeatedly examined 
for sugar, and if any sugar is found in the urine, 
studies of the blood-sugar level should be under- 
taken. 

Serologic tests for syphilis. It is universally 
agreed that no clinical examination is complete 
without a serologic test for syphilis, especially in 
cardiac diagnosis, since a positive test may be the 
only clue leading to a more extensive search for 
early aortitis. A negative test cannot, however, be 
considered proof of the absence of cardiovascular 
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syphilis. The reported incidence of patients with 
such involvement who have positive blood Wasser- 
mann reactions varies from 65 to 95 per cent. 
McDermott et al.?* found only 2.2 per cent of a 
series of 135 patients with syphilitic aortitis who 
did not have either a positive Wassermann or a 
previous history of syphilitic infection or anti- 
syphilitic treatment. The number in whom the 
blood Hinton reaction, or a similar more delicate 
test, is negative is probably less, although statistical 
studies are not yet available. 

Plasma proteins. The significance of plasma 
proteins has been fully discussed in other 
articles of this series.#*° Plasma proteins, and 
especially plasma albumin, may be lowered in 
heart failure for any one or a combination of five 
reasons:. deficient protein in the diet; deficient 
absorption of protein from the gastrointestinal 
tract; impaired formation of plasma albumin in 
the liver or elsewhere; loss of protein through the 
kidneys or in serous effusion; and hydremia. A 
low plasma protein, with resultant low plasma 
osmotic pressure, may therefore become a signif- 
icant contributory factor in the edema of heart 
failure, although it is not the primary causative 
factor. Whenever persistent edema in heart failure 
does not respond to the usual therapy, it is useful 
to have a determination made of the plasma pro- 
teins or, better yet, of the albumin and globulin 
fractions. If the total proteins fall below 5.0 to 5.5 
gm. per 100 cc., or if the albumin falls below 2.5 
gm., the edema is probably in part maintained by 
low osmotic pressure. Not infrequently, under 
such conditions, the feeding of a high-protein diet 
proves beneficial. 

Plasma proteins can be determined by direct 
chemical means without great difficulty, and clini- 
cal laboratories are now usually equipped to per- 
form such tests. A simple way of estimating the 
total plasma protein is by measurement of the 
plasma specific gravity, which varies directly with 
the protein content. Relatively inexpensive and 
simple apparatus for such measurement is avail- 
able. 

Blood culture. The chief occasion for carrying 
out this procedure is in cardiac patients in whom 
acute or subacute bacterial endocarditis is sus- 
pected. These conditions are not uncommon. 
Repeated positive blood cultures are the greatest 
aid to accurate diagnosis, and since modern 
chemotherapy has in some cases proved highly 
beneficial, the value of establishing the correct 
diagnosis as early as possible is evident. If neces- 
sary, it is comparatively easy to obtain the blood 
for culture under sterile precautions in the home, 
and most hospitals and state health departments 
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are equipped to carry out the necessary bacterio- 
logic examinations. 

Basal metabolic rate. In heart failure, the basal 
metabolic rate, as obtained by the usual technic, is 
often elevated to levels that average about 10 per 
cent above normal but may reach more than 50 
or 60 per cent.?® In the presence of heart failure, 
therefore, these determinations are of negative 
value only in excluding hyperthyroidism. How- 
ever, the test is frequently of advantage in the 
differential diagnosis of certain types of cardiac 
syndromes, notably hyperthyroidism and neuro- 
circulatory asthenia or menopausal symptoms. 
Specialized Laboratory Tests of Clinical Value 

Phonocardiography. Increasingly, instruments 
are being made available for the graphic registra- 
tior. of heart sounds and murmurs. Doctors are 
turning to such devices hoping that they will tell 
them what the human ear cannot hear. As so 
often happens, they frequently expect too much. 
Phonocardiography is a specialized technic, still 
highly experimental and, like electrocardiography, 
requires special training in interpretation. Phono- 
cardiographic recording devices are of various types, 
ranging from those registering vibrations as they 
are produced, irrespective of the degree in which 
they are perceived by the human ear, to those so 
modified that they register the vibrations in ap- 
proximately the same fashion as that appreciated 
by the human brain. These devices have a con- 
siderable usefulness in the experimental laboratory 
or in exact clinical exploration, particularly in the 
study of heart sounds. At present, their use in the 
interpretation of murmurs is limited. Recent ar- 
ticles by Johnston and Kline” and by Rappaport 
and Sprague*® discuss at length the factors that 
govern auscultation and the registration of sound, 
whereas the most complete work on the graphic 
registration of human heart sounds in normal and 
pathologic conditions is the book by Orias and 
Braun-Menendez.”* 

Blood volume. .Estimations of the blood volume 
are made indirectly by injection into the blood 
stream of something that is mixed in the plasma 
without being excreted or destroyed in appreciable 
amounts for some time. Thus, if the amount in- 
jected, the concentration in the plasma and the 
rate of disappearance of the substance from the 
blood are known, the total circulating plasma vol- 
ume can be calculated and, since the hematocrit is 
known, the blood volume as well. Inert dyes have 
been employed for this purpose since the demon- 
stration by Keith, Rowntree and Geraghty*® that 
vital red could be successfully employed for this 
purpose. Carbon monoxide*! has also been em- 
ployed to compute the circulating cell volume.*! 
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Inaccuracies in the earlier methods prevented the 
obtaining of many clinical data, but in 1935, Greg- 
ersen et al.** developed an improved modification 
of the dye method using Evans blue. Since then, 
much valuable information concerning — blood- 
volume change in heart failure, as well as in other 
states, has been forthcoming, in large part in pub- 
lications by Gibson and his associates.”* ** They 
have confirmed the fact that the blood volume may 
be increased in congestive heart failure, often to 
a very significant degree. Although, in theory, 
determinations of the blood volume should be 
helpful in indicating the existence or extent of 
myocardial failure, practically, the test is so com- 
plicated that it is as yet applicable only in the re- 
search laboratory. 


Research Tests 


Cardiac output. For many years, determinations 
of the cardiac output in human beings have been 
made in normal and abnormal states. Most of 
these have been carried out indirectly by the ap- 
plication of the Fick principle or by the rate of 
absorption through the lungs of foreign gases.*° 
The Fick principle states that if the oxygen or 
carbon dioxide contents of the arterial blood and 
the venous blood returning to the heart are known 
and if the total oxygen consumption or carbon 
dioxide excretion per minute is also measured, the 
rate of blood flow can be easily calculated. The 
oxygen and carbon dioxide contents of the arterial 
and venous bloods are estimated from the gaseous 
contents of air from the lungs, obtained by special 
respiratory maneuvers. More recently, variations 
of this method have been widely used whereby 
foreign gases, such as nitrous oxide,*® acetylene*’ 
and ethyloxide,** are employed. If the rate of ab- 
sorption of such gases from the lungs into the ar- 
terial blood is calculated and compared with the 
rate of oxygen absorption and the total minute 
oxygen consumption, the cardiac output can be 
readily computed. Such methods, and in particu- 
lar that employing acetylene, when properly ap- 
plied give reliable results comparable to the car- 
diac output measured directly by the obtaining of 
blood samples by direct puncture of the right heart 
and of the arteries.*® 

Through the application of such methods for 
estimating cardiac output, very valuable informa- 
tion has been gained concerning the abnormal 
physiology in heart disease and in heart failure. 
However, these technics are not of use in the 
clinic; they are too complicated and require great 
skill by the operator and co-operation and training 
by the subject. Moreover, unfortunately, the very 
condition that is most essential to study — conges- 
tive heart failure—is that in which this test can 
be applied with the greatest difficulty or not at all. 
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Arterial oxygen saturation. \t is now a compar- 
atively simple procedure to obtain samples of ar- 
terial blood, determine its oxygen content and 
capacity and thus calculate the percentage satura- 
tion. This may be of value in any condition in 
which arterial anoxemia is suspected. The clinical 
sign, cyanosis, is brought about by an increased 
amount of reduced hemoglobin in the blood as 
it flows through the vessels that give skin color — 
namely, the venules. 


Cyanosis may result from any one or a combina- 
tion of a number of causes. In cardiac disease, 
two main factors may be responsible: arterial an- 
oxemia and peripheral stasis. Normally, the blood 
is oxygenated as it leaves the lungs, and hence the 
arterial blood is about 95 per cent saturated with 
oxygen. This high degree of arterial oxygen sat- 
uration may be reduced by pulmonary factors, 
acute or chronic, that interfere with aeration of 
the blood (as in pulmonary congestion or consoli- 
dation, marked emphysema or pulmonary vascular 
disease), or by abnormal communications that per- 
mit blood to pass from the right side of the heart 
directly to the left side (as in some types of con- 
genital heart disease). 


Peripheral stasis, which occurs in some cases of 
mitral stenosis and in chronic right-sided failure 
or in venous obstruction, leads to cyanosis because 
of the slow blood flow and the unusual degree of 
oxygen unsaturation of the venous blood. The 
hemoglobin content of the blood markedly affects 
the development of cyanosis. Since this sign is 
dependent on the absolute amount of reduced 
hemoglobin in the peripheral blood, cyanosis can- 
not occur in severe anemia even though the factors 
that would ordinarily lead to it are present. Con- 
versely, in polycythemia, cyanosis is often present 
even with normal arterial saturation and blood 
flow. The determination of the degree of arterial 
oxygen saturation in patients with polycythemia 
is an important differential test, since such satura- 
tion is essentially normal in primary polycythemia, 
whereas it is reduced in secondary polycythemia. 
Thus, on many occasions the determination of the 
cause of cyanosis in a given case is essential, and 
in such cases the estimation of arterial oxygen 
saturation becomes a desirable and often even a 
necessary procedure. At present, not many labora- 
tories, outside research institutions, are equipped 
to carry out such determinations, but they are not 
especially difficult and no doubt will have wider 
clinical application in the future. 


* * * 
No examination of any cardiac patient should 
be considered adequate without the performance of 


at least a few simple clinical tests. These are deter- 
mination of the arterial blood pressure, hemoglobin 
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content of the blood, a serologic test for syphilis 
and a routine urinalysis. An electrocardiogram 
and roentgenographic study of the heart, although 
desirable for complete evaluation of the case, can 
often be dispensed with, but on occasion such 
procedures become absolutely essential to a correct 
diagnosis. Other laboratory procedures are often 
useful and sometimes necessary. 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 
Special Meeting, April 15, 1942 


SPECIAL meeting of the Council of the 

Massachusetts Medical Society was held in 
John Ware Hall, Boston Medical Library, $8 Fen- 
way, Boston, on Wednesday, April 15, 1942, at 
10:30 a. m. 

Dr. Frank R. Ober, president of the Mas- 
sachusetts Medical Society, presided and Dr. Mi- 
chael A. Tighe served as secretary. There were 189 
councilors present (Appendix No. 1). 

The record of the February 4, 1942 meeting of 
the Council, as published in the New England 
Journal of Medicine, issue of March 12, 1942, was 
offered by the Secretary, who moved its adoption. 
This motion was seconded by Dr. I. R. Jankelson, 
Norfolk, and carried by vote of the Council. 

Dr. Ober announced that the purpose of this 
meeting was to give consideration to the report 
of the Committee on By-Laws, appointed as the 
result of the action of the Council at its stated 
meeting in October, 1941. The personnel of this 
committee is as follows: Dr.,J. Harper Blaisdell, 
chairman; Dr. Carl Bearse; Dr. John Fallon; Dr. 
Albert A. Hornor; and Dr. Harold R. Kurth. 

Dr. Ober requested that the members observe 
the following regulations in debate so as to assure 
accurate reporting of the proceedings: 


1. Changes in the text which are to be presented to the 
Council must be by way of-amendment to that 
text. 

2. Amendments must be in writing. 

3. Written reference must be made to the chapter, 
section, page and line or lines amended. 

4. The name of the councilor offering the amendment 
must be attached to it. 


The President further requested that each coun- 
cilor participating in the debate announce his name 
and district. 

Dr. J. Harper Blaisdell, Middlesex East, was in- 
troduced. Dr. Blaisdell, preliminary to offering 
the report of his committee, paid tribute to Dr. 
Richard Dutton of Middlesex East. He said that 
it was due to Dr. Dutton’s inspiration that this 
work was initiated. He added that his committee 
had held fifteen meetings involving at least one 
hundred hours and that many of these hours had 
been spent in conference with the Executive Com- 
mittee and the standing committees involved in 
the contemplated changes. He thanked Dr. and 
Mrs. Kurth, of Methuen, Dr. and Mrs. John Fal- 
lon, of Shrewsbury, and Dr. and Mrs. Tighe, of 


Lowell, for their hospitality. He expressed the 
thanks of his committee to Dr. Ober and Dr. 
Tighe for their help. 

He reported that the legal aspect of the by- 
laws to be presented had been passed on by coun- 
sel, in the person of Mr. E. L. Twomey, and that 
the English had been checked by Dr. Robert N. 
Nye, managing editor of the New England Jour- 
nal of Medicine. He called the Council’s atten- 
tion to the fact that the committee’s report had 
not been signed by Dr. Albert A. Hornor, of Suf- 
folk. He added that he would not infringe on 
Dr. Hornor’s privilege of offering his own reasons 
for not doing so. 

Dr. Blaisdell explained that after the text had 
gone to print, the necessity for certain typograph- 
ical and textual corrections became evident. He 
said that these corrections did not involve any 
change in principle. He asked for the unanimous 
consent of the Council to make the following 
changes in the text: 


That lines 14, 15 and 16* of Chapter I, Section 5, be 
deleted. (These lines represent a repetition of what 
appears in Section 10 of the same chapter.) 


That in line 15 of Chapter I, Section 9, “Chapter VII, 
Section 9, and Chapter VIII, Section 1,” be substituted 
for “Chapter VIII, Section 9.” 


That Section 11 of Chapter I, which reads as follows: 

Section 11, Committees having under considera- 
tion the applications of former fellows (a) whose 
resignations have been requested by the Committee 
on Ethics and Discipline or (6) who have been 
deprived of fellowship under the terms of Section 9 
shall consult with the Committee on Ethics and 
Discipline before reporting their recommendations 
to the Council. 


be deleted, and that the following be substituted: 


Section 11. Former fellows who desire to be re- - 
admitted following (a) resignations requested by 
the Committee on Ethics and Discipline or (4) who 
have been deprived of fellowship under the terms 
of Section 9 shall make application in writing ad- 
dressed to the Council and sent to the Secretary. 

Such applications shall be referred for investigation 
to the board of membership of the district society 
concerned, which shall report with recommendations 
to the Committee on Membership. 

The board of membership of the district society 
concerned and the Committee on Membership shall 
consult with the Committee on Ethics and Discipline 
before recommendations are reported to the Council. 

The Council may readmit former fellows so rec- 
ommended. 


*Lines,’’ whenever mentioned, refer to the copy of the proposed by-laws 
published in the April 2 issue of the Journal. 
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That in line 27 of Chapter VI, Section 1, “Chapter 
VII, Section 9,” be substituted for “Chapter VIII, Sec- 
tion 1.” 


That in line 19 of Chapter VIII, Section 1, “Chapter 
VII, Section 9,” be substituted for “Chapter I, Sec- 
tion 10.” 


On motion of Dr. Blaisdell and a second by Dr. 
Hilbert F. Day, Middlesex South, the Council gave 
unanimous consent to these changes. 

Dr. Blaisdell moved that the report of this com- 
mittee be accepted. The motion was seconded by 
Dr. Harold G. Giddings, Middlesex South, and 
adopted by vote of the Council. 

Dr. Blaisdell moved that the Council proceed 
to consider the proposed by-laws chapter by chap- 
ter and section by section. This motion was sec- 
onded by Dr. Lester M. Felton, Worcester, and 
carried by vote of the Council. 

Dr. Ober, anticipating a possible need, ap- 
pointed Dr. Edward M. Halligan, Middlesex 
East, and Dr. Leroy E. Parkins, Suffolk, tellers. 

There was some discussion at this point as to 
procedure. In this discussion the following coun- 
cilors participated: Dr. George D. Henderson, 
Hampden, Dr. Raymond A. McCarty, Middlesex 
South, and Dr. Blaisdell. It was finally agreed 
that the vote would first come on the adoption of 
the section as contained in the text before the 
Council and, in the event that this section was 
adopted, a motion should be offered for the dele- 
tion of the corresponding section in the by-laws 
as amended in 1941. 

Dr. Blaisdell offered Chapter VII, Section 1, 
which reads as follows: 


CHAPTER VII 
CoMmMITTEES 


Section 1. Reports of committees containing recom- 
mendations that may require prolonged consideration 
shall be sent in abstract to the Secretary, at least 
six weeks before their presentation to the Council, 
for consideration by the Executive Committee and for 
publication in the official journal. 

Every committee, annually on or before December 10, 
shall forward, to the chairman of the Committee on 
Finance, an estimate of its expenses for the ensuing 
fiscal year, which shall show the purpose of any pro- 
posed expenditure of $100 or more and a similar de- 
tailed statement of its expenditures for the current fiscal 
year to and including November 30 with an estimate 
of expenditures for the current month of December. 

All bills of $100 or more incurred by a committee 
shall be countersigned by a majority of said committee 
and forwarded to the President for his approval. 

All bills less than $100 incurred by a committee 
shall be countersigned by the chairman of said commit- 
tee and forwarded to the President for his approval. 

Every committee shall render a written report to the 
Council at least once a year. 


Dr. Blaisdell, in commenting on this section, said 
that it provides first, time for review by the Execu- 
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tive Committee of such committee reports and 
their publication in the Journal in advance of the 
Council meetings, as may require the mature delib- 
eration of the councilors. Secondly, it provides 
that bills of $100 or over must have the signature 
of all the members of a given committee. Dr. 
Blaisdell moved the adoption of Chapter VII, Sec- 
tion 1. The motion was seconded by Dr. William 
H. Allen, Bristol North. 

Dr. John Homans, Suffolk, said that there was 
some question in his mind as to the ability of the 
Finance Committee to observe the timetable which 
was involved in this section. 

Dr. Allen G. Rice, Hampden, asked if the chair- 
man of the Finance Committee had had oppor- 
tunity to be heard on this section. The answer 
was in the affirmative. The question was de- 
manded. The motion was passed by vote of the 
Council. 

Dr. Blaisdell moved that Section 11 of Chapter 
VII of the by-laws as amended in 1941 be deleted. 
This motion was seconded by Dr. John Fallon, 
Worcester, and adopted by vote of the Council. 

Dr. Blaisdell read Section 2 of Chapter VII, 
which is as follows: 


” COMMITTEES ELECTED BY THE DISTRICTS 


Section 2. The Executive Committee of the Council 
shall consist of the President, President-Elect, Vice- 
President, Secretary and Treasurer and a councilor 
from each district society, chosen as provided in Chap- 
ter III, Section 5. 

The Executive Committee shall meet at the call of the 
President. It shall assist the President in preparing 
matters for consideration by the Council. 

It shall act on all questions of retirement, resignation, 
remission of dues, deprivation of fellowship for arrears, 
reinstatement following deprivation of fellowship for 
arrears, and transfer of fellows from one district to 
another without change of legal residence. 

The Executive Committee may appoint and dismiss 
the Executive Secretary. 

_ It shall authorize or confirm action by the officers 
in emergency. : 

The Executive Committee shall perform such other 
duties as the Council may require. 


Dr. Blaisdell said that this chapter divides the 
committees of the Society into two groups, those 
elected by district societies and standing com- 
mittees. It refers to the Executive Committee 
certain routine matters which heretofore had con- 
sumed considerable of the Council’s time. Dr. 
Blaisdell moved the adoption of this section. The 
motion was seconded by Dr. John J. Curley, Wor- 
cester North. 

Dr. David Cheever, Suffolk, questioned the wis- 
dom of transferring to the Executive Committee 
the functiong now resting in the Council and ex. 
pressed himself as not being in favor of such a 
transfer. He said, however, that he was open to 
persuasion. 
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Dr. Walter G. Phippen, Essex South, thought 
that this was a fair disposition of the matters 
referred to in the section. He added, however, 
that the Executive Committee should be required 
to report its acts, as they pertain to this section, to 
the Council. 

There was much discussion along the same lines. 
Those participating were Dr. Fallon, Dr. Allen G. 
Rice, Hampden, Dr. Richard M. Smith, Suffolk, 
and Dr. G. Colket Caner, Suffolk. 

Dr. Ober at this point observed that the Execu- 
tive Committee had reported at each meeting of 
the Council. There was a demand for the ques- 
tion. It was put and passed by vote of the Council. 

Dr. Blaisdell moved the deletion of Section 10 
of Chapter IV of the by-laws as amended in 1941. 
This motion was seconded by Dr. Jesse C. Hales 
of Worcester North and passed by vote of the 
Council. 

Dr. Blaisdell presented Section 3 of Chapter 
VII. This section reads as follows: 


Section 3. The Committee on Public Relations shall 
consist of the President as chairman and one councilor 
from each district society, elected as provided in Chap- 
ter III, Section 5. 

It shall concern itself with the relations between 
fellows of the Society and the public. 


Dr. Blaisdell moved its adoption. The motion was 
seconded by Dr. Frank H. Washburn, Worcester. 
It was adopted by vote of the Council without 
debate. 

Dr. Blaisdell presented Chapter VII, Section 4. 
It reads as follows: 


Section 4. The Committee on Legislation shall con- 
sist of one fellow from each district society, elected 
as provided in Chapter III, Section 5. 

It shall study, initiate and support measures to im- 
prove standards of medicine and promote the public 
welfare. It shall study and oppose such measures as 
it may deem contrary to the public welfare. 

It may employ counsel, subject to approval of the 
President. 

District legislative committees shall be auxiliary to 
and under the direction of this committee. 


Dr. Blaisdell moved the adoption. of this section. 
The motion was seconded by Dr. Royal P. Wat- 
kins, Worcester. 

Dr. Channing Frothingham, Suffolk, asked if 
the committee under this section had the power 
to set a precedent for the Society without referring 
the matter to the Council. He subsequently sup- 
plemented the question by asking as to whether 
or not under the section this committee would be 
permitted to go down to the State House and 
commit the Society. 

Dr. Blaisdell answered that this committee will 
possess no other powers than those possessed by 
any other committee. He added, in substance, 
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that there might be times when this committee 
would be called on to act when a special meeting 
of the Council might not be feasible. 

_ Dr. Ernest L. Hunt, Worcester, suggested that 
the Committee on Legislation might be stronger 
if the President of the Society were to designate 
the chairman or act as chairman himself. 


Dr. Charles C. Lund, Suffolk, thought that a 


_ committee of eighteen scattered all over the State 


might be cumbersome. He added, however, that 
the committee could provide for its own executive 
committee. He added that the members of Mid- 
dlesex South, Norfolk and Suffolk live within ten 
miles of the State House. He referred specifically 
to the line which reads, “It may employ counsel, 
subject to approval of the President” and said he 
did not understand its purpose. 

Dr. Ober put the question and it was carried by 
vote of the Council. 

Dr. Blaisdell moved the deletion of Section 6 of 
Chapter VII of the by-laws as amended in 1941. 
The motion was seconded by Dr. Curley and 
passed by vote of the Council. 

Dr. Blaisdell presented Chapter VII, Section 5, 
which reads as follows: 


Section 5. The Committee on Nominations shall 
consist of one councilor, with another as alternate, 
from each district society, as provided in Chapter III, 
Section 5. 

It shall nominate the officers and orator of the Society, 
and shall cause its report to be published in the notice 
of the annual meeting of the Council. 


He moved its adoption. This motion was sec- 
onded by Dr. John B. Hall, Norfolk. This motion 
was passed by the Council without debate. 


Dr. Blaisdell presented Chapter VII, Section 6, 
which reads as follows: 


STANDING COMMITTEES 


Section 6. The Committee on Arrangements shall 
consist of five fellows. 

It shall be responsible for all arrangements for the 
annual meeting of the Society. 

The chairman shall furnish the Secretary, on or 
before April 15, with all the data necessary for the 
annual program. 

The secretary of this committee shall record its 
proceedings in a volume which shall be filed with 
the Secretary. 


Dr. Blaisdell moved the adoption of Chapter VII, 
Section 6. € motion was seconded by Dr. 
Richard M. Smith, Suffolk, and carried by vote of 
the Council. 

Dr. Blaisdell moved the deletion of Chapter VII, 
Section 1, of the by-laws as amended in 1941. 
This motion was seconded by Dr. Allen H. 
Wright, Franklin, and carried by vote of the 
Council. 


= 
26 
2. 
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Dr. Blaisdell presented Chapter VII, Section 8 
which reads as follows: 


Section 7. The Committee on Publications shall 
consist of five fellows. 

It shall supervise the publications of the Society. 

It shall publish, when ordered by the Council, a 
directory of the officers and fellows. 

It shall appoint the Shattuck Lecturer in accordance 
with the provisions of the Shattuck bequest. _ 

It shall inform all readers of papers and discussers 
of the following rules: 

All papers presented at the meetings of the Society 
shall be the property of the Society. No paper 
presented in the section meetings at the annual 
meeting shall occupy more than thirty minutes in 
its delivery. Each discussion shall be limited to five 
minutes, unless lengthened by vote of the meeting. 

All papers shall be ready for publication, type- 
written and accompanied by suitable material for 
illustrations, if any, when read to the sections or 
to the Sgciety; and as soon as read they shall be 
handed to the secretary of the section or of the 
Society for transmission to the editor of the official 
journal. 

Discussers shall correct and promptly return to the 
editor for publication, if deemed proper by this 
committee, the stenographer’s transcribed notes of 
their remarks. 


Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Richard M. 
Smith, Suffolk. 

Dr. Fallon made a suggestion which he said 
emanated from Dr. Walter P. Bowers to the ef- 
fect that the Committee on Publications would 
be a better body to select the annual orator than 
the Committee on Nominations. 

Chapter VII, Section 7, was adopted by vote of 
the Council. 

Dr. Blaisdell moved the deletion of Chapter 
VII, Section 2, of the by-laws as amended in 1941. 
The motion was seconded by Dr. I. R. Jankelson, 
Norfolk, and carried by vote of the Council. 

Dr. Blaisdell presented Chapter VII, Section 8, 
which reads as follows: 


Section 8. The Committee on Membership shall 
consist of five fellows. 

It shall consider applicants applying for fellowship 
according to the provisions of Chapter V, Section 2c. 

It shall consider matters relating to honorary or asso- 
ciate fellowship, retirement, resignation, remission of 
dues, deprivation of fellowship for any cause, reinstate- 
ment following deprivation of fellowship for arrears, 
transfer of fellows from one district society to another, 
as provided for in Chapter III, Section 3, and shall 
make recommendations to the Council or the Executive 
Committee, as provided in Chapter I, Sections 10 and 11. 

This committee shall confer with the representatives 
of the supervising censors as provided in Chapter V, 
Section 1. 


Dr. Blaisdell moved the adoption of Section 8. The 
motion was seconded by Dr. James P. O’Hare, 


Suffolk. 
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Dr. Eoline C. Dubois, Hampden, voiced a criti- 
cism of the section. Dr. Blaisdell answered and 
said that this criticism would be answered as the 
Council proceeded to consider other sections of 
the by-laws. 

Section 8 was adopted by vote of the Council. 

Dr. Blaisdell moved that Chapter VII, Section 3, 
of the by-laws as amended in 1941 be deleted. The 
motion was seconded by Dr. Charles J. Kickham, 
Norfolk, and adopted by vote of the Council. 

Dr. Blaisdell presented Chapter VII, Section 9, 
which reads as follows: 

Section 9. The Committee on Ethics and Discipline 
shall consist of five fellows. 

It shall investigate and consider, either on charges 
submitted in writing or on its own initiative, any 
alleged or apparent offense on the part of any fellow, 
as provided in Chapter I, Section 9. 

It shall either admonish him, request his resignation 
or report its findings to the President with its recom- 
mendations, if as a result of its investigations and after 
a hearing that has been requested by the fellow, the 
committee finds that he is guilty of such offense. 

The President acting on such recommendations shall 
(a) censure the fellow, or (b) refer the matter to a 
board of trial, as provided in Chapter VIII, Section 1. 

A member of the committee shall act as prosecuting 
officer in cases that come before a board of trial. 


There was much discussion as to the implications 
involved in this section, Dr. Ralph R. Stratton, 
Middlesex East, Dr. Fallon, Dr. Kenneth L. Mac- 
lachlan, Middlesex East, Dr. Blaisdell, Dr. Cheever, 
Dr. Phippen, Dr. Charles J. Kickham, Dr. Rice, Dr. 
Smith, Dr. Lewis S. Pilcher, Middlesex South, Dr. 
Bearse, Dr. Shields Warren, Suffolk, and Dr. 
Maurice Fremont-Smith, Suffolk, participating. 

Dr. Ober instructed Dr. Fallon, Dr. Rice, Dr. 
A. R. Gardner, Middlesex North, and Dr. Strat- 
ton to retire and bring in a new section which 
would relieve the difficulties that had been raised. 

Dr. Blaisdell moved that action on Section 9 be 
postponed, pending the return of the above-men- 
tioned group. The motion was seconded by Dr. 
Fallon and carried by vote of the Council. 

Dr. Blaisdell presented Chapter VII, Section 10, 
which reads as follows: 

Section 10. The Committee on Medical Eduéation 

shall consist of five fellows. 

_It shall consider matters relating to medical educa- 

tion. . 
It shall annually revise, subject to approval by the 


Council, the list of recognized medical schools and 
colleges. 


Dr. Blaisdell moved the adoption of Section 10. 
Dr. Halbert G. Stetson, Franklin, asked as to 
whether or not the word “all” following the word 
“consider” would add strength to the section. 
Dr. Leroy E. Parkins, Suffolk, asked as to 
whether or not it was proposed by this section 
that the Committee on Medical Education take 
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ate Instruction. Dr. Ober answered, “No.” 


Dr. Stetson offered his suggestion as an amend- 
ment. This amendment was seconded by Dr. 
Fremont-Smith. The amendment did not prevail. 


The original motion was adopted by vote of 
the Council. 


Dr. Blaisdell moved the deletion of Chapter VII, 
Section 5, of the by-laws as amended in 1941. The 
motion was seconded by Dr. J. L. Chereskin, 
Hampden, and passed by vote of the Council. 

Dr. Blaisdell presented Chapter VII, Section 11, 
which reads as follows: 


Section 11. The Committee on Public Health shall 
consist of five fellows. 
It shall foster the knowledge of the prevention and 
treatment of disease by any appropriate measures. 


Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Hall. It was so 
ordered by vote of the Council without debate. 


Dr. Blaisdell moved the deletion of Chapter VII, 
Section 7, of the by-laws as amended in 1941. The 
motion was seconded by Dr. Cheever and it was so 
ordered by vote of the Council without debate. 


Dr. Blaisdell presented Chapter VII, Section 12, 
which reads as follows: 


Section 12. The Committee on Medical Defense shall 
consist of five fellows. 


It may appoint as auxiliary members one fellow 
in each district. 

It shall act, under the provisions of the Medical 
Defense Act, on applications of resident fellows for 
legal services in the defense of suits for alleged mal- 
practice. 

It may take counsel with both plaintiff and defendant 
in threatened suits. 

It shall report to the Committee on Ethics and Dis- 
cipline any instance coming to its knowledge wherein 
a fellow, in connection with a suit for malpractice, 
has violated the code of ethics of the Society. 


Dr. Blaisdell moved its adoption. The motion was 
seconded by Dr. Jankelson. Dr. Maclachlan asked 
if the words “It may appoint as auxiliary mem- 
bers one fellow in each district” were part of the 
by-laws of 1941. Dr. Ober answered in the af- 
firmative. 

Section 12 of Chapter VII was adopted by vote 
of the Council. 

Dr. Blaisdell moved the deletion of Chapter VII, 
Section 8, of the by-laws as amended in 1941. The 
motion was seconded by Dr. Phippen and it was 
so ordered by vote of the Council. 

At this point the committee appointed by Dr. 
Ober to shape up Chapter VII, Section 9, offered 
the following amendment to this section as writ- 
ten in the text: Insert after the words “a hear- 
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ing” the following: “of which the fellow has been 
duly notified.” 


Dr. Blaisdell moved the adoption of Chapter 
VII, Section 9, as amended. The motion was sec- 
onded and it was so ordered by vote of the 
Council. 

Dr. Blaisdell moved the deletion of Section 4, 
of Chapter VII, of the by-laws as amended in 
1941. The motion was seconded by Dr. Cheever 
and it was so ordered by vote of the Council. 


Dr. Blaisdell presented Chapter VII, Section 13, 
which reads as follows: 


Section 13. The Committee on Society Headquarters 
shall consist of five fellows. 


It shall supervise the maintenance of the Society 
Headquarters. 


It shall acquire funds for expansion, subject to ap- 
proval by the Council. 


Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Cheever and it 
was so ordered by vote of the Council. 


Dr. Blaisdell moved the deletion of Section 9, 
Chapter VII, of the by-laws as amended in 1941. 
The motion was seconded by Dr. Curley and it was 
so ordered by vote of the Council. 


Dr. Blaisdell presented Chapter VII, Section 14, 
which reads as follows: 


Section 14. The Committee on Finance shall consist 
of five fellows. 

It shall recommend to the Council, at the February 
meeting, the budget for the current fiscal year. 

The budget shall show in detail the proposed expen- 
ditures and their allocation to the various officers, 
employees, committees, or any other person or persons 
authorized to expend the same, and shall make available 
to any fellow on request the purpose of any proposed 
expenditure of $100 or more. The budget shall include 
for purposes of comparison similar items of expenditure 
for the previous year, if any. 

It shall consider requests for extraordinary appro- 
priations and shall refer them, with recommendations, 
to the Council for action. 

It shall, at the close of the fiscal year after consulta- 
tion with the Treasurer and with the approval of the 
Council, determine the amount to be refunded to the 
several district societies from the unexpended balance 
on December 31. This amount shall be apportioned 
among the district societies according to the number 
of annual assessments paid to the Treasurer before 
March 1 


Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Fallon. This 
section was adopted by vote of the Council with- 
out debate. 

Dr. Blaisdell moved the deletion of Section 10 
of Chaper VII of the by-laws as amended in 1941. 
The motion was seconded by Dr. Cheever and it 
was so ordered by vote of the Council. 
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Dr. Blaisdell presented Chapter VII, Section 15, 
which reads as follows: 

Section 15. The Committee on Hospital Relations 
shall consist of five fellows. 

It may appoint as auxiliary members one fellow 
in each district. 

It shall concern itself with the relations between 
the fellows of the Society and hospitals. 


Dr. Blaisdell called the Council’s attention to the 
fact that this was a new section both in language 
and principle. He pointed out that there were 
more than 5500 members of the Massachusetts 
Medical Society, most of whom had very definite 
relationships with hospitals, and that there was 
now no machinery in the Society endowed with 
authority to confer on matters pertaining to these 
relationships. He emphasized that this was not a 
witch-hunting committee. He added that the 
program of medical-care costs insurance upon 
which we are about to embark was bound to 
bring up problems which could be handled ami- 
cably by such a committee. He pointed out that 
many physicians will during the next two years be 
forced to give up staff positions as they enter the 
armed forces of our Country. He added, “What 
is to become of these men when they return to 
civilian practice? Here again is a fruitful field in 
which such a committee might serve a very useful 
urpose.” 
’ Dr. Blaisdell moved the adoption of this sec- 
tion. This motion was seconded by Dr. Jankelson. 

Dr. Donald Munro, Suffolk, registered his op- 
position to the adoption of this section. He said 
that such a committee sooner or later would be 
called upon to decide whether Dr. A in Com- 
munity B is to be admitted to a closed hospital 
staff. He added in substance that he was sure 
that it would be wrong for the Massachusetts 
Medical Society to authorize any action which 
would allow for the destruction of the worth-while 
objectives which had been built up in the care of 
the sick by the closed hospital staff. 

Dr. Cheever thought the relationship herein 
involved might very well be handled by the Com- 
mittee on Public Relations. 

Dr. Blaisdell agreed that the Committee on Pub- 
lic Relations might handle this problem. He be- 
lieved, however, that it would be done better by a 
standing committee. He believed that this pro- 
posed committee was no more likely to get into 
trouble than was any other committee. 

Dr. Hornor said that this was the specific article 
in the text as offered to which he objected. He, 
too, thought that the business here concerned 
might very well be handled by the Committee 
on Public Relations. 

Dr. Carl Bearse said that the Medical Society 
of the State of New York had such a committee as 
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is herein proposed. He quoted the secretary of 
this society as saying that he thought offhand 
that it is the most natural thing in the world that 
medical societies should create committees of this 


kind. 


Dr. Elmer S. Bagnall, Essex North, expressed 
himself as favoring a Committee on Hospital 
Relations. He spoke of the former practice of the 
Committee on Public Relations whereby there 
was created, within the committee, subcommittees 
which considered specific problems having to do 
with public relations. He said that this method 
of organizing the committee’s work had been given 
up in favor of the appointment of special com- 
mittees by the Council which would, on a public- 
relations matter, report its findings to the Council 
through the Committee on Public Relations. 

Dr. Robert N. Nye, Suffolk, asked what had 
been the stand of the Executive Committee as to 
this section when it conducted its review of these 
proposed by-laws. 

Dr. Blaisdell answered that the Committee was 
iN Opposition. 

Dr. Nathaniel W. Faxon, Suffolk, said that he 
favored the creation of such a committee provided 
it would function along the lines as suggested by 
Dr. Blaisdell. He believed that the Committee on 
Public Relations might successfully continue to 
function in hospital problems. He added, how- 
ever, that a committee which concerned itself very 
definitely with hospital problems might function 
better. | 

Dr. Felton thought that this section was loaded 
with political dynamite. 

Dr. Lewis S. Pilcher, Middlesex South, could 
not understand how the creation of this committee 
would affect the status of hospitals with closed 
staffs. 

Dr. Bagnall pointed out that a committee of 
this sort would report to the Council and not 
embark on any wild venture on its own initiative. 

Dr. William. E. Browne, Suffolk, asked Dr. 
Blaisdell as to whether or not the committee was 
to have certain definite and outlined duties. 

Dr. Blaisdell answered, “No; the duties would 
be broad.” He said this committee might even deal 
with the question of whether the “steak shall be 
rare or well done.” He did not, however, antici- 
pate it would do any such thing. He believed 
that such a committee would be governed by at 
least a modicum of common sense. 

Dr. Fallon expressed the opinion that the crea- 
tion of this committee might very well turn out to 
be one of the most important things the Society has 
ever done. He added that he believed that we 
could trust the President to appoint fellows to this 
committee who would use their powers reasonably. 
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Dr. William B. Breed, Suffolk, was fearful of 
delegating to such a committee broad and far- 
reaching powers. He thought that the activities 
of this committee should be limited. 


Dr. Phippen recalled that during his term as 
President, he had appointed a committee of this 
general character. He asked why this committee 
could not take on the duties of the proposed new 
committee. The Secretary confirmed the existence 
of the committee referred to by Dr. Phippen and 
said it was known as the Committee Appointed to 
Confer with the Massachusetts Hospital Associa- 
tion. He added that this committee had not been 
very active. 


Dr. Lund had the same view as did Dr. Breed. 

Dr. David L. Halbersleben, Norfolk, spoke in 
favor of the section and complimented the Com- 
mittee on By-Laws for its foresight. 

Dr. William J. Walton, Norfolk, also spoke in 
favor of the section. 

Dr. Ober called for a vote by ballot. 

Dr. Blaisdell moved that the Council recess until 
2:00 p.m. This motion was seconded and on a 
vote the Council recessed at 1:20 p.m. 


The Council reconvened at 2:00 p.m. Dr. Ober 
called for the result of the ballot. 

The Secretary announced that 79 fellows voted 
for the retention of this section and 84 against. 

Dr. Ober announced that Section 15 of Chapter 
VII of the text had not been adopted. 

Dr. Maclachlan moved that the matter of hos- 
pital relations be referred to the Committee on 
Public Relations. The motion was seconded by Dr. 
Bearse and adopted by vote of the Council. 

Dr. Edward P. Bagg, vice-president of the Mas- 
sachusetts Medical Society, assumed the chair. 

Dr. Ober moved that Chapter VII of the text be 
amended by adding the following as Section 15: 


Section 15. The Committee on Industrial Health 
shall consist of seven fellows. 

It shall concern itself with medical and _ surgical 
problems in industry. 

It shall consult with an advisory committee made up 
of representatives of agencies and others concerned with 
industrial health, appointed by the President. 


The motion was seconded by Dr. Henderson and 
it was so ordered by vote of the Council. 

Dr. Ober resumed the chair. 

Dr. Blaisdell presented Chapter I, Section 1, the 
text of which reads as follows: 


CHAPTER I 
FELLOWSHIP 


Section 1. Applicants for fellowship in the Massa- 
chusetts Medical Society are required to satisfy the 
censors that they are not less than twenty-one years 
of age; that they are cf sound mind and of good 
character; that they have a Baccalaureate or Doctorate 
of Medicine from a medical school approved by the 
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Council, or have received the approval of the Com- 
mittee on Membership; that they have received a 
license to practice medicine within the United States 
or its territories; that they do not practice medicine 
in a manner contrary to the code of ethics of the 
Society; that they have made application according 
to the provisions of Chapter V; and that they have paid 
the examination fee of three dollars. 

They shall appear personally before the censors and 
satisfy them that the above requirements are fulfilled. 


Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Munro. 

Dr. Frothingham inquired whether or not a 
professor in a medical school, who was not li- 
censed, would be eligible for membership under 
this section. Dr. Ober answered by saying that 
there is another by-law which will deal with this. 
matter. 

This section was adopted by vote of the Coun- 
cil. 

Dr. Blaisdell moved the deletion of Section 1 
of Chapter I of the by-laws as amended in 1941. 
This motion was seconded by Dr. Smith and it 
was so ordered by vote of the Council. 

Dr. Blaisdell presented Chapter I, Section 2, of 
the text which reads as follows: 


Section 2. Applicants found to be so qualified shall, 
on paying the assessment for the current fiscal year 
(except as hereafter provided in Section 6 of this chap- 
ter) and subscribing to the by-laws and code of ethics. 
all within two weeks from the date of their examina- 
tions, be approved by the censors. 

They furthermore shall, on confirmation by the 
president and by the secretary of the Society, be ad- 
mitted fellows of the Society and shall receive certificates 
of fellowship in testimony thereof signed by the Presi- 
dent and by the Secretary. 


Dr. Blaisdell moved its adoption. The motion 
was seconded by Dr. William M. Collins, Mid- 
diesex North, and it was so ordered by vote of the 
Council. 

Dr. Blaisdell moved the deletion of Section 2 of 
Chapter I of the by-laws as amended in 1941. The 
motion was seconded by Dr. Curley and it was so 
ordered by vote of the Council. 

Dr. Blaisdell presented Section 3 of Chapter I 
of the text which reads as follows: 


Section 3. Fellows having a legal residence in Massa- 
chusetts shall be known as “resident fellows”; all others, 
as “nonresident fellows.” 

Nonresident fellows shall receive the official publica- 
tions of the Society and may attend Society meetings, 
but may not vote, hold office or receive protection 
under the medical defense act of the Society. 


Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Bagg and it was 
so ordered by vote of the Council. 

Dr. Blaisdell moved the deletion of Section 3 
of Chapter I of the by-laws as amended in 1941. 
Dr. Chereskin seconded the motion and it was so 
ordered by vote of the Council. 
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Dr. Blaisdell presented Chapter I, Section 4, 
which reads as follows: 


Section 4. Honorary fellowship may be conferred 
on distinguished members of the medical profession. 

Associate fellowship may be conferred on eminent 
workers in the allied sciences. 

Such fellowships may be conferred by a two-thirds 
vote of the Council at a stated meeting, provided writ- 
ten nominations therefor have been submitted by two 
or more fellows at a previous stated meeting and have 
been approved by the Committee on Membership. 

Honorary and associate fellows may attend and ad- 
dress meetings of the Society, but shall not be accorded 
other rights or privileges, or be subject to assessment. 


Dr. Blaisdell moved the adoption of this section. 
Dr. Fallon seconded the motion and it was so 
ordered by vote of the Council. 


Dr. Blaisdell moved that Section 4, Chapter I, 
of the by-laws as amended in 1941 be deleted. The 
motion was seconded by Dr. Fallon and it was so 
ordered by vote of the Council. 


Dr. Blaisdell presented Section 5 of Chapter I, 


which reads as follows: 


Section 5. Fellows who are sixty-five years of age 
or older whose assessments have been paid or remitted 
may, by vote of the Executive Committee, acting on 
recommendation of the Committee on Membership, 
become retired fellows. 

They shall be in good standing, and may attend 
and address meetings of the Society, but shall not be 
accorded other rights or privileges, except that, on 
request annually, they shall receive the publications 
of the Society. 

They shall not be subject to assessment. 

Applications for retirement shall be addressed to the 
Executive Committee and sent to the Treasurer. 

Retired fellows may, on their own request, be restored 
to active fellowship by the Executive Committee. 


Dr. Blaisdell moved ‘the adoption of this section 
calling the attention of the Council to the effect 
that the last three lines had previously been deleted 
by unanimous consent. The motion was seconded 
by Dr. Fallon. 

Dr. Cheever thought it too bad that the retired 
members should be required to ask annually that 
the Journal be sent to them. Dr. Bearse explained 
that retired members frequently change their resi- 
dence without notifying the Secretary of the 
change. The Journal continues to go to the old 
address and nobody receives it. Dr. Cheever ex- 
pressed his content at this explanation. 

The motion was adopted by vote of the Council. 

Dr. Blaisdell moved the deletion of Section 5 
of Chapter I of the by-laws as amended in 1941. 
The motion was seconded by Dr. Fallon and it 
was so ordered by vote of the Council. 

Dr. Blaisdell presented Section 6 of Chapter I 
which reads as follows: 
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Section 6. Fellows shall be assessed such sums as 
are voted by the Council, and such additional sums 
as are voted by the district societies for their own use. 

The fiscal year shall begin on the first day of January. 
Assessments shail be paid in advance. The first assess- 
ment paid by a fellow admitted to the Society following 
the December examinations shall cover his dues for 
the succeeding fiscal year and shall be the amount 
fixed for that year. 

Assessments may be remitted by the Executive Com- 


mittee on recommendation by the Committee on Mem- 
bership. | 

Whenever a fellow owing more than one annual 
assessment pays in part, the payment or payments 
so made shall be considered as on the assessment or 
assessments longest due and for no others. 


Dr. Blaisdell announced that Dr. Harold R. Kurth, 
Essex North, would lead the discussion on this 
section. 

Dr. Kurth explained that by this section it was 
proposed to make the payment of district society 
assessments one of the conditions of membership 
in the Massachusetts Medical Society. He added 
that under the old by-laws, district societies had no 
law under which they could. compel individual 
members to meet assessments voted by them and 
that this section would correct this situation. 

Dr. Blaisdell moved the adoption of the section. 
The motion was seconded by Dr. Fallon and it 
was so ordered by vote of the Council. 

Dr. Blaisdell moved the deletion of Section 6 of 
Chapter I of the by-laws as amended in 1941. The 
motion was seconded and it was so ordered by 
vote of the Council. 

Dr. Blaisdell presented Section 7 of Chapter I 
which reads as follows: 


Section 7. Resignations shall be submitted in writing 
to the Treasurer, who shall deliver them to the Com- 
mittee on Membership. 

This committee shall submit them with recommenda- 
tions to the Executive Committee for action. 

Resignations shall be accepted only from fellows 
whose assessments have been remitted or paid in full. 


Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Fallon and it 
was so ordered by vote of the Council. 

Dr. Blaisdell moved the deletion of Section 7 of 
Chapter I of the by-laws as amended in 1941. Dr. 
Fallon seconded the motion and it was so ordered 
by vote of the Council. 

Dr. Blaisdell presented Section 8 of Chapter I 
which reads as follows: 


Section 8. Fellows who, despite notification by regis- 
tered letter from the Treasurer, have not paid assess- 
ments for two years, or who, despite notification by 
registered letter from a district treasurer, have not paid 
the assessments of their district society for two years, 
shall be deprived of the privileges of fellowship by the 
Executive Committee, acting on a report of the Com- 
mittee on Membership, unless otherwise ordered. 
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Dr. Blaisdell moved the adoption of this section. 
The motion was seconded by Dr. Fallon. 

Dr. Browne asked if it would not be well to 
insert after the words “registered letter” the words 
“personal receipt be requested.” Dr. Blaisdell 
agreed that these words could be put in but the 
cost would be increased. 

Dr. Bagnall inquired if it was clear what the 
words “unless otherwise ordered,” meant. Dr. 
Blaisdell said that by the use of these words, refer- 
ence is made to the machinery by means of which 
dues are remitted. 

Dr. Chereskin asked how this would affect men 
who had gone to war. Dr. Blaisdell answered that 
this contingency had been cared for by the Council 
a year ago. 

Dr. Blaisdell’s motion to adopt this section was 
carried by vote of the Council. 

He moved to delete Section 8 of Chapter I of 
the by-laws as amended in 1941. Dr. Fallon sec- 
onded the motion and it was so ordered by vote of 
the Council. 

Dr. Blaisdell presented Section 9 of Chapter I 


which reads as follows: 


Section 9, Fellows who have been convicted in a 
court of law of a crime involving moral turpitude 
or who have been guilty of attempts to harm the Society 
or to injure its usefulness; of advertising nostrums for 
sale or otherwise offering them to the public, or profess- 
ing to cure disease by secret methods; of gross viola- 
tions of these by-laws, of the code of ethics of the 
Society or of the American Medical Association; of pre- 
senting false certificates or false statements of character 
or of educational requirements; of accepting rebates 
on prescriptions or appliances; or of any other conduct 
unbecoming a physician, may be expelled from the 
Society or otherwise disciplined as provided in Chap- 
ter VIII, Section 9. 

A fellow who has been deprived of his license to prac- 
tice medicine in the Commonwealth:shall automatically 
cease to be a fellow of the Society. 


Dr. Munro called attention to the fact that 
earlier in the meeting the Council had given unan- 
imous consent to change line 15 of this section so 
as to read Chapter VII, Section 9, and Chapter 
VIII, Section 1. Dr. Blaisdell moved the adoption 
of Section 9 of Chapter I. The motion was sec- 
onded by Dr. Fallon. 

Dr. James P. O’Hare, Suffolk, asked what was 
meant by the words “to injure its usefulness.” Dr. 
Fallon thought these words might be stricken out. 
Dr. Ober asked Dr. Fallon and Dr. Rice to collab- 
orate on an amendment looking toward this end. 

Dr. Blaisdell, in the meantime, presented Chap- 
ter I, Section 10, which reads as follows: 


Section 10. Former fellows who desire to be re- 
admitted following retirement, resignation not request- 
ed by the Committee on Ethics and Discipline, or 
deprivation of fellowship for arrears shall make appli- 
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cation in writing addressed to the Executive Committee 
and sent to the Secretary. 

Such applications shall be referred for investigation 
to the board of membership of the district society con- 
cerned, which shall report with recommendations to the 
Committee on Membership. 


This committee shall report with recommendations 
to the Executive Committee. 


The Executive Committee may readmit former fel- 
lows so recommended. 


Dr. Blaisdell moved the adoption of Section 10 
of Chapter I. The motion was seconded by Dr. 
Bearse and adopted by vote of the Council. 

Dr. Blaisdell moved the deletion of Section 10 
of Chapter I of the by-laws as amended in 1941. 
This motion was seconded by Dr. Bearse and it 
was so ordered by vote of the Council. 

Dr. Frothingham said that he still did not see 
how a man who was not licensed to practice med- 
icine could become a member of the Massachu- 
setts Medical Society. 

Dr. Blaisdell answered that a man who was an 
M.D. but without a license to practice could be- 
come an honorary member. He added that it is 
the feeling that the Society should be made up of 
fellows who are practicing medicine. 

Dr. Blaisdell presented Chapter II in its entirety. 
This chapter reads as follows: 


CHAPTER II 
MEETINGS OF THE SOCIETY 


Section 1. The annual meeting of the Society shall 
be held in Boston, on the second Wednesday of June, 
unless otherwise ordered by the Council. 

The order of business shall be: (1) reading of the 
record of the last annual meeting; (2) report by the 
Secretary of changes in membership during the year; 
(3) report by the President on the state of the Society; 
(4) such other business as may lawfully come before 
the meeting; (5) annual oration. 

Section 2. Special meetings of the Society may be 
called by the President, or by vote of the Council, and 
shall be called on written request by ten councilors 
‘or one hundred fellows. 

Section 3. The deliberations of the Society shall be 
governed by parliamentary usage as interpreted by 
Roberts’ Rules of Order, when not in conflict with the 
by-laws of the Society. 

One hundred fellows shall constitute a quorum. 


Dr. Blaisdell moved the adoption of Chapter II. 
The motion was seconded by Dr. Bearse and it 
was so ordered by vote of the Council. 

Dr. Blaisdell moved the deletion of Chapter II 
of the by-laws as amended in 1941. The motion 
was seconded by Dr. Bagg and it was so ordered 
by vote of the Council. 

Dr. Blaisdell presented Sections 1, 2, 3 and 4 
of Chapter III which he said might very well be 
considered together. These sections read as 
follows: 
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CHAPTER III 
District SociETIES 


Section 1. The boundaries of district societies may 
be changed, and new districts may be established, by 
the Council. 

Section 2, The membership of each district society 
shall consist only of such fellows, whether active or 
retired, as have legal residences within the boundaries 
of the district, except in cases decided otherwise by vote 
of the Executive Committee. 

Section 3. Any fellow wishing to transfer member- 
ship from one district society to another without a 
change of legal residence must so petition the Commit- 
tee on Membership in writing, stating his reasons 
therefor. 

The Committee on Membership shall report, after 
consultation with the officers of the two districts con- 
cerned, its recommendations to the Executive Com- 
mittee for action. 

Section 4. Each district society may adopt by-laws 
and regulations for the government of its own affairs 
and levy assessments, provided such by-laws and regu- 
lations are not in conflict with those of the Society. 


Dr. Blaisdell moved the adoption of these sec- 
tions of Chapter III. The motion was seconded by 
Dr. Kurth and it was so ordered by vote of the 


Council. 

Dr. Blaisdell moved the deletion of Sections 1, 
2, 3 and 4 of Chapter III of the by-laws as amend- 
ed in 1941. The motion was seconded by Dr. Fal- 
lon and it was so ordered by vote of the Council. 

Dr. Fallon, at this point, presented an amended 
Section 9 of Chapter I which reads as follows: 


Section 9. Fellows who have been convicted in a 
court of law of a felony involving moral turpitude, 
or of a crime, or who have been guilty of attempts 
to harm the Society; of advertising nostrums for sale 
or otherwise offering them to the public, or professing 
to cure disease by secret methods; of gross violations 
of these by-laws, of the code of ethics of the Society 
or of the American Medical Association; of presenting 
false certificates or false statements of character or of 
educational requirements; of accepting rebates on pre- 
scriptions or appliances; or of any other conduct un- 
becoming a physician, may be expelled from the Society 
or otherwise disciplined as provided in Chapter VII, 
Section 9 and Chapter VIII, Section 1. 

A fellow who has been deprived of his license to 
practice medicine in the Commonwealth shall auto- 
matically cease to be a fellow of the Society. 


Dr. Fallon moved the adoption of the amendment 
to Section 9 of Chapter I. Dr. Collins seconded 
the motion and it was so ordered by vote of the 
Council. 

Dr. Blaisdell moved the adoption of Section 9 of 
Chapter I as amended. Dr. Fallon seconded the 
motion, and it was so ordered by vote of the 
Council. 

Dr. Blaisdell moved the deletion of Section 9 of 
Chapter I of the by-laws as amended in 1941. The 
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motion was seconded by Dr. Fallon and it was so 
ordered by vote of the Council. 

Dr. Blaisdell presented Section 5, of Chapter III 
which reads as follows: 


Section 5. Each district society shall hold its annual 
meeting between the fifteenth day of April and the 
fifteenth day of May. 

Each district society at this meeting shall elect by 
ballot from its active fellows: a president, who shall 
be ex officio, a vice-president of the Society; a vice- 
president; a secretary; a treasurer; councilors as below 
specified; four censors; a supervising censor; a com- 
missioner of trial; a member of the Committee on 
Public Relations; a member of the Committee on 
Legislation; a member and alternate member of the 
Committee on Nominations. 

Councilors shall be elected in number equal to one 
for every twenty active and retired fellows and a ma- 
jority fraction thereof, as of the first day of January 
preceding. 

Only councilors shall be eligible as supervising censors 
and members of the Committee on Public Relations 
and the Committee on Legislation. 

Only councilors who have held this office for at least 
one year shall be eligible as members of and alternates to 
the Committee on Nominations. Members of and 
alternates to the Committee on Nominations shall not 
serve for more than five consecutive years and shall not 
be eligible for re-election for three years thereafter. 

Only fellows who have been members of the Society 
for at least ten years shall be eligible as censors or 
supervising censors. The term of the supervising cen- 
sors shall be five years. They shall not immediately 
succeed themselves. All supervising censors shall have 
been censors previously. 

Councilors, censors, supervising censors, members of 
the Committee on Public Relations, members of the 
Committee on Legislation, members of the Committee 
on Nominations, and commissioners of trial shall take 
office at the close of the next annual meeting of the 
Society. 

The councilors of each district society shall meet 
on call by the secretary at or as soon as possible after 
the annual meeting of the district society and elect two 
of their number to serve as member and alternate 
of the Executive Committee, in accordance with Chap- 
ter VII, Section 2. 

Members of and alternates to the Executive Com- 
mittee shall serve for three years and shall not be eligible 
for re-election for three years thereafter. 

The terms of office of the alternate shall be concur-. 
rent with the term for which the member was elected. 

Vacancies that occur during the term of office of 
such member or alternate shall be filled promptly, 
by vote of the councilors of the district concerned, 
ad interim. 


Dr. Kurth led the discussion on this section. He 
called the Council’s attention to the fact that this 
section contained many changes. He said that the 
committee recognized that members of the Nom- 
inating Committee should have some experience 
in the work of the Council. He added that the 
committee felt that a fellow could be a member of 
the Nominating Committee too long. Hence the 
restriction on the number of consecutive years that 
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any councilor could serve. He pointed to the 
change as it concerned the term of office of a su- 
pervising censor and added that it was important 
that a supervising censor retain this office over a 
period of years so as to become thoroughly con- 
versant with this highly important work. He said 
that the final change of importance provided that 
the officers of the Society take office at the close of 
the next annual meeting of the Society instead of 
the day preceding this meeting. 

Dr. Kurth moved the adoption of Section 5 of 
Chapter III. Dr. Bearse seconded the motion. 


Dr. George C. Tully, Worcester, called the Coun- 
cil’s attention to an inconsistency which appears in 
line 2 of Section 4 of the text when compared 
with the present section under consideration. He 
said that, in line 2 of Section 4, the word “coun- 
cilor” should be substituted for the word “fellow.” 
Dr. Blaisdell indicated that the point was well 
taken. 


Dr. Munro believed that the words, “shall not 
immediately succeed themselves,” should be de- 
leted, since, otherwise, all the supervisors elected 
this year would go out of office at the same time. 
He moved that lines 30 and 31, beginning with 
the word, “They,” and ending with the word 
“themselves,” be deleted. Dr. Fallon seconded this 
motion, which was adopted by vote of the Council. 

Dr. Maclachlan moved that lines 33 to 38 of 
Section 5 be deleted. Dr. Rice seconded the mo- 
tion, and it was so ordered by vote of the Council. 

Dr. Kurth moved the adoption of Section 5 of 
Chapter III as amended. Dr. Fallon seconded the 
motion. There were several questions from coun- 
cilors anent this section, all of which had for their 
purpose the clarification of thought with regard to 
it. The motion was adopted by vote of the 
Council. 

Dr. Blaisdell moved the deletion of Sections 5 
and 6 of Chapter III of the by-laws as amended in 
1941. Dr. Fallon seconded the motion, and it 
was adopted by vote of the Council. 

Dr. Blaisdell presented Section 6 of Chapter III, 


which reads as follows: 


Section 6. The secretary of each district society, 
promptly after its annual meeting, shall report on 
appropriate forms, to the Secretary the names and resi- 
dences of fellows elected, as provided in Chapter III, 
Section 5. 

He shall promptly notify the Secretary, on the re- 
quired form, of deaths of fellows in his district. 

He shall also perform such duties as are defined 
in Chapter V. 

He shall call, at or as soon as possible after the 
annual meeting of the district society and before the 
annual meeting of the Society, meetings of the district 
councilors to elect the member and alternate of the 
Executive Committee, and shall send to the Secretary 
the names of the member and alternate chosen. 
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He shall see that a new member or alternate is chosen 
in a similar manner to fill a vacancy as it occurs, as 
provided in Section 5. 


Dr. Maclachlan and Dr. Fallon were directed by 
Dr. Ober to retire and confer on this section. 

Dr. Blaisdell presented Section 7 of Chapter III, 
which reads as follows: 


Section 7. The treasurer of each district society shall 
collect the assessments of his district. 

He shall furnish a list of fellows two years in arrears 
to the Committee on Membership for action as provided 
in Chapter I, Section 8. 


Dr. Kurth, in leading the discussion, said that, 
under the by-laws as amended in 1941, the district 
treasurer receives fifty cents for any dues that he 
collects and that the money goes to him personally. 
He added that the committee believes that, in this 
day when finances are important and when there 
will be a loss of revenue to the Society because 
of the remission of the dues of those entering the 
Service, it would be better that this money, which 
amounts to about $750, go into the treasury of the 
Society. He added that unquestionably part of the 
$750 would be returned in dividends to the district 
societies. Dr. Kurth moved the adoption of Section 
7 of Chapter III. Dr. Jankelson seconded the 
motion. 

Dr. George L. Steele, Hampden, thought that, 
if it was the intent not to pay the district treasurer 
the 5 per cent, it should be so stated in the motion. 

Dr. Alexander A. Levi, Middlesex South, asked 
that action on this section be postponed until after 
the discussion on Chapter V, Section 3, giving as 
his reason, a desire to offer an amendment which 
might affect the section under discussion. The 
question was demanded from several sources. 
The motion was put by the President and adopted 
by vote of the Council. 

Dr. Blaisdell moved the deletion of Section 8 
of Chapter III of the by-laws as amended in 1941. 
The motion was seconded by Dr. Washburn and 
adopted by vote of the Council. 

Dr. Blaisdell presented Sections 1 and 2 of 
Chapter IV which read as follows: 


CHAPTER IV 
THE CouncIL 


Section 1. The Council shall consist of councilors 
chosen by the district societies, the president, ex-presi- 
dents, president-elect, vice-president, vice-presidents 
ex officiis, secretary, treasurer, and assistant treasurer 
of the Society, the secretaries of the district societies 
and the chairmen of all standing committees. 

The Council each year shall hold three stated meet- 
ings in Boston, unless otherwise ordered by the Council. 
The annual meeting shall be held on the day next 
preceding the annual meeting of the Society. A stated 
meeting shall be held on the first Wednesday in Octo- 
ber, and another, on the first Wednesday in February. 
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Special meetings may be called by the President, 
by vote of the Council, or by the written request of ten 
councilors. 


Section 2. The deliberations of the Council shall 
be governed by parliamentary usage as contained in 
Roberts’ Rules of Order, when not in conflict with the 
by-laws of the Society. 

Fifty councilors shall constitute a quorum. 


Dr. Blaisdell moved the adoption of Sections 1 
and 2 of Chapter IV. Dr. Fallon seconded the 
motion. 

Dr. Day thought that the district secretaries and 
the district treasurer, both, should be ex-officio 
members of the Council. 

The motion was adopted by vote of the Council. 

Dr. Blaisdell moved the deletion of Sections 1 
and 2 of Chapter IV of the by-laws as amended 
in 1941. Dr. Fallon seconded the motion, and it 
was so ordered by vote of the Council. 

Dr. Fallon now made reference to Chapter III, 
Section 6, on which he and Dr. Maclachlan had 
previously been directed to confer. 


Dr. Fallon offered the following amendments 
to Section 6 of Chapter III: in line 13 the word 
“councilors” shall read “councilors-elect.” The 
reference in line 19, should be “as provided in 
Chapter III, Section 5.” Dr. Bearse seconded the 
first of these amendments and Dr. O'Hare the 
second. These were both adopted on vote by the 
Council. 

Dr. Blaisdell moved the adoption of Section 6 
of Chapter III as amended, This motion was sec- 
onded by Dr. Fallon, and it was so ordered by 
vote of the Council. 

Dr. Blaisdell moved the deletion of Section 7 
of Chapter III of the by-laws as amended in 1941. 
Dr. Fallon seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Blaisdell presented Section 3 of Chapter 
IV of the text, which reads as follows: 


Section 3. The Council at its annual meeting, on 
nomination by the Committee on Nominations or 
from the floor, shall elect by ballot officers of the 
Society as follows: president-elect, who shall serve as 
president-elect until the second annual meeting of the 
Society after his election and shall, unless otherwise 
voted by the Council, become president on his installa- 
tion in the course of that meeting, serving thereafter 
as president until the installation of his successor; 
a vice-president, secretary, treasurer, and assistant treas- 
urer, all of whom shall assume the duties of office 
at the close of the annual meeting of the Society and 
shall hold office until their successors have been duly 
elected. Councilors only shall be eligible to the offices 
above-named. 

The Council, in event of the death or the incapacity 
of the President-Elect, shall elect a president by ballot, 
at its next annual meeting, on nomination by the 
Committee on Nominations or from the floor. 

The Council, at its annual meeting, on nomination 
by the Committee on Nominations or from the floor, 
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shall elect by ballot a fellow to deliver an oration at 
the annual meeting of the Society the following year. 

The Council at its annual meeting shall elect, on 
nomination by the President-Elect or from the floor, 
standing committees to serve for one year from the close 
of the annual meeting as follows: on Arrangements; 
on Publications; on Membership; on Ethics and Dis- 
cipline; on Medical Education; on Public Health; on 
Medical Defense; on Society Headquarters; on Finance; 
and on Hospital Relations. 


Dr. Blaisdell pointed out that this section included 
several new ideas: namely, that the President-Elect 
shall take office at the second annual meeting of 
the Society after his election (this is to correct a 
bad situation in the by-laws as amended in 1941); 
that a provision is made for an assistant treasurer, 
which will be considered under a separate article; 
that the words “unless otherwise ordered by the 
Council” protect the Society in the event that the 
President-Elect is found unworthy to succeed as 
president; that, in the case of the death or the 
incapacity of the President-Elect, a provision was. 
made for the continuity of the office of president; 
and that the President-Elect shall nominate com- 
mittees which will serve during his term of office. 

Dr. Bearse moved as an amendment that the 
words “Hospital Relations” in lines 33 and 34 be 
deleted and the words “Industrial Health” be 
substituted. The amendment was seconded by 
Dr. Smith, and it was so ordered by vote of the 
Council. 

Dr. Blaisdell moved the adoption of Section 3 
of Chapter IV as amended. This motion was 
seconded by Dr. Fallon. 

Dr. Nye raised the point that this section should 
either make reference to Chapter VI, Section 1, 
as this latter concerns the nomination of com- 
mittees by the President in case of the death of 
the President-Elect, or that the section under dis- 
cussion should itself provide for this contingency. 

Dr. Nye, Dr. Fallon and Dr. Bearse were 
directed by Dr. Ober to confer on this section. 
They did so and Dr. Fallon offered the following 
amendment to Section 3 of Chapter IV: insert 
after the word “floor” the phrase “or as provided 
in Chapter VI, Section 1.” Dr. Munro seconded 
the amendment, and it was so ordered by vote of 
the Council. 

Dr. Blaisdell’s motion for the adoption of Section 
3 of Chapter IV as amended was seconded by Dr. 
Fallon, and it was so ordered by vote of the 
Council. 

Dr. Blaisdell moved the deletion of Section 3 of 
Chapter IV of the by-laws as amended in 1941. 
The motion was seconded by Dr. Fallon, and it 
was so ordered by vote of the Council. 

Dr. Blaisdell presented Sections 4, 5, 6 and 7 of 
Chapter IV, which read as follows: 
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Section 4. The Council shall elect at the stated meet- 
ing in October, on nomination by the President or from 
the floor, the Auditing Committee, composed of two 
fellows who are not councilors. 

This committee, following the close of the fiscal 
year, shall require by a certified public accountant an 
examination of the assets and securities of the Society 
in the custody of the Treasurer, and of the Treasurer’s 
books and accounts. 

This committee shall verify the accountant’s exam- 
ination and report its findings at the stated meeting 
of the Council in February. 

Section 5. The Council may at any meeting fill 
vacancies in office or elect committees. 

Section 6. The Council may vote to establish or 
abolish sections for the consideration of scientific papers 
at the annual meetings of the Society, and shall appoint 
the first chairman and secretary of a new section so 
established. 

Each section shall elect annually a chairman and 
a secretary to serve for one year from the close of the 
annual meeting at which they are elected. 

The duties of these officers shall be to arrange the 
programs of the meetings of their sections under the 
rules of the Council. 

The chairman shall preside at the meetings of the 
section at the following annual meeting; the secretary 
shall take charge of the papers presented and shall 
transmit them promptly to the editor of the official 
journal of the Society. 

Section 7. The Council shall, on nomination by the 
President or from the floor, elect delegates to the 
House of Delegates of the American Medical Associa- 
tion in accordance with the by-laws of that association. 

It may, on nomination by the President or from the 
floor, elect delegates to such other medical meetings 
as it deems suitable. 


Dr. Blaisdell moved the adoption of Sections 4, 
5, 6 and 7 of Chapter IV. The motion was sec- 
onded by Dr. Kurth, and it was so ordered by 
vote of the Council. 

Dr. Blaisdell moved the deletion of Sections 4, 
5, 6 and 7 of Chapter IV of the by-laws as amended 
in 1941. The motion was seconded by Dr. Brain- 
ard F. Conley, Middlesex South, and it was so 
ordered by vote of the Council. 

Dr. Blaisdell presented Section 8 of Chapter IV, 
which reads as follows: 


Section 8. The Council shall vote the salaries of its 
officers and employees, the appropriations for its officers 
and committees, and such other appropriations as it 
deems suitable. 

No officer or committee shall exceed the voted appro- 
priation. 

No salary to any officer or employee and no regular 
appropriation shall be increased except on recommenda- 
tion of the Committee on Finance and by vote of the 
Council. 

The Treasurer is authorized, on recommendation 
of the Committee on Finance, to pay such monies as 
may be necessary in the event of emergency, the ex- 
istence of which shall be determined by the President. 


Dr. Blaisdell moved the adoption of Section 8 of 
Chapter IV. The motion was seconded by Dr. 
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Conley. It was so ordered by vote of the Council. 
Dr. Blaisdell moved the deletion of Sections 8 
and 9 of Chapter IV of the by-laws as amended in 
1941. The motion was seconded by Dr. Fallon 
and it was so ordered by vote of the Council. 
Dr. Blaisdell presented Section 1 of Chapter V 
which reads as follows: 


CHAPTER V 
CENSORS AND SUPERVISING CENSORS 


Section 1. The supervising censors shall constitute 
a Board, which shall meet annually on the day ap- 
pointed for the annual meeting of the Council. This 
board shall elect a chairman and also three of their 
members to sit with the Committee on Membership. 
Five supervising censors shall constitute a quorum. 

The secretary of the Society shall act as secretary 
of the Board. He shall call special meetings at the 
request of the chairman or five supervising censors. 
He shall keep a permanent record of the proceedings 
of the Board, and shall provide materials necessary 
for conducting examinations of applicants for fellow- 
ship. 

The Board at its annual meeting shall adopt a uni- 
form plan for the examination of applicants. 

The supervising censors, on request, shall be paid 
traveling expenses. 

The supervising censors shall be chairmen of their 
respective boards of censors, and shall cause the exam- 
inations of applicants to be conducted in strict con- 
formity to the plan adopted by the Board of Super- 
vising Censors. 

The censors of the several district societies shall meet 

’ for the examination of applicants semiannually on the 
first Thursday in May and on the first Thursday in 
December. 

The approval of at least three censors shall be neces- 
sary to qualify an applicant. 

An applicant failing two examinations may not again 
apply until three years have elapsed from the date 
of the last application. 


Dr. Fallon led the discussion on this section and 
moved its adoption. The motion was seconded 


by Dr. Munro, and it was so ordered by vote of the 
Council. 


Dr. Fallon moved the deletion of Section 1 of 
Chapter V of the by-laws as amended in 1941. 
The motion was seconded by Dr. Bearse and it 
was so ordered by vote of the Council. 

Dr. Fallon presented Section 2 (a) of Chapter 
V which reads as follows: 


Section 2. (a) The secretary of a district society 
may receive, not later than February 15 for the censors’ 
examination in May or Jater than September 15 for 
the examination in December, an application for fellow- 
ship submitted on the proper form by an applicant 
whose legal residence is within the district of that 
society. 

The secretary of the Suffolk District Society may 
receive, and officials of that society may act on, an 
application for nonresident fellowship. 

The secretary of the district society shall verify each 
applicant’s diploma and deliver his application to the 
Secretary not later than February 20 or September 20, 
respectively. 
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The official journal shall publish, in the first number 
on or after March 5 or October 5, a list of all appli- 
cants. This list shall include name, address, medical 
school and date of graduation of the applicant; name 
and address of the secretary of the district society con- 
cerned; and if a sponsor is required, the name and 
address of the sponsor. 

Fellows are requested to send to the secretary of the 
district society concerned, not later than, respectively, 
March 20 or October 20, confidential written opinions 
on the qualifications of applicants. 


Dr. Fallon announced that there was a mis- 
print in the third line —the word “or” should be 
changed to “nor.” He moved the adoption of Sec- 
tion 2 (a) of Chapter V. The motion was sec- 
onded by Dr. Bearse, and it was so ordered by 
vote of the Council. 


Dr. Fallon moved the deletion of Section 2 (a) _ 


of Chapter V of the by-laws as amended in 1941. 
The motion was seconded by Dr. Bearse, and it 
was so ordered by vote of the Council. 

Dr. Fallon presented Section 2 (4) of Chapter 
V, which reads as follows: 


(5) The secretary of a district society shall receive 
an application from a graduate of a discontinued medi- 
cal school, a foreign medical school or any medical 
school not approved by the Council only when: 

The applicant has possessed a license to practice 
medicine in the United States or its territories for 
at least five years; 

The applicant has submitted with his application 
the name and address of a sponsor who is a fellow 
of the district society concerned; and 

The sponsor has caused to be delivered by fellows 
of the Society to the secretary of the district society 
confidential written opinions on the qualifications of the 
applicant. 


He pointed out that the committee felt that an ap- 
plicant for membership in the Massachusetts Med- 
ical Society should have practiced for five years 
in the United States before being eligible for mem- 
bership. He said that there were some members 
who felt that such an applicant should have prac- 
ticed for five years in Massachusetts before being 
so eligible. The committee did not share this 
latter view because it felt that our means of inter- 
communication was such that we could obtain 
sufficient information about a prospective candi- 
date no matter in what state or states he had 
practiced. 

Dr. Fallon moved the adoption of Section 2 (6) 
of Chapter V. This motion was seconded by Dr. 
Bearse. 

Dr. Alexander A. Levi, Middlesex South, moved 
as an amendment that in line 32 after the word 
“years” the following be inserted: “This license 
shall be verified by the district secretary and the 
data relating to it shall be recorded in the appli- 
cant’s application blank.” Dr. Bearse seconded 
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the amendment, and it was so ordered by vote of 
the Council. 


Dr. Munro said that, in connection with the 
five-year law, he had taken the liberty of writing 
to the supervising censors and that 85 per cent of 
them believed that residence in Massachusetts for 
five years should be one of the requirements of 
eligibility. He, therefore, moved that the phrase 
in line 31 of Section 2 (4) of Chapter V, reading 
“in the United States or its territories” be deleted 
and that the phrase “in the Commonwealth of 
Massachusetts” be substituted. The motion was 
seconded by Dr. Hornor. 


Dr. Robert T. Monroe, Norfolk, in opposing the 
amendment spoke as follows: 


The Committee on Medical Education has objected 
strenuously and seriously on every occasion to the five- 
year rule directed against the graduates of foreign 
medical schools, always on the ground that injustice 
is done in particular instances if this rule is applied 
to all. When this job was taken out of its hands and 
put in the hands of the Committee on Membership, 
at our last meeting there seemed to be some feeling 
that the Society is being flooded with fellows from 
foreign medical schools. That has not been shown 
in the one year that I have been on the committee, 
and I can give figures from the last examination on 
April 4 of this year. Twenty-three graduates of foreign 
medical schools were considered by the committee, 
and of these 12 were rejected and 11 were accepted; 
of the 11 accepted, 6 were born in the United States 
and took their medical work abroad, 2 are not citizens, 
1 has been in this country for a little over five years 
and has a good job and 2 are professors. of medicine 
rather lately come to this country—one who came 
to take a professorship in Harvard last fall and the 
other, an Australian, who has a professorship at Tufts 
Medical School. From those figures there is no evi- 
dence that we are being flooded by graduates of foreign 
medical schools in this Society. 

I object not only strenuously to leaving in the term 
“in the United States or its territories,” but I object 
still more strenuously to limiting it to Massachusetts. 


Dr. Munro’s amendment was put to a vote by 
the President and lost, the vote being 26 for and 
34 against. 

Dr. Monroe moved to amend Section 2 (4) of 
Chapter V by striking out the words “in the 
United States and its territories.” This motion was 
seconded by Dr. Lund. 

Dr. Fallon believed that the text should, in re- 
spect to Section 2 (4) of Chapter V, remain as it 
is. He pointed out that we should not only be 
concerned with an applicant’s scientific attain- 
ments but that there should likewise be available 
to us some knowledge as to how he comports him- 
self. He added that such knowledge can only be 
had when the applicant resides amongst us for a 
reasonable time or when there is readily available 
to us information on this point from those among 
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whom the applicant has resided for such reasona- 
ble time. 


Dr. Curley favored the retention of the text as 
it stands. 


Dr..Lund advocated the adoption of Dr. Mon- 
roe’s amendment. 

Dr. Munro said that he felt that the reasons ad- 
vanced against this five-year restriction were not 
valid. 

There was a demand for the question from sev- 
eral sources. 

Dr. Ober put the question, and the amendment 
was lost. Dr. Fallon withdrew his original mo- 
tion, and Dr. Bearse withdrew his second. 

Dr. Fallon moved the adoption of Section 2 (6) 
as amended. The motion was seconded by Dr. 
Bearse, and it was so ordered by vote of the 
Council. 

Dr. Fallon moved the deletion of Section 2 (6) 
of Chapter V of the by-laws as amended in 1941. 
The motion was seconded by Dr. Bearse and it 
was so ordered by vote of the Council. 

Dr. Fallon presented Section 2 (c) of Chapter 
V which reads as follows: 


(c) The censors may admit to examination an appli- 
cant who is a graduate of a discontinued, foreign or 
unapproved medical school only when such applicant 
has been considered by the board of membership con- 
cerned and approved by the Committee on Membership. 

The board of membership of a district society shall 
consist of the president, secretary and supervising 
censor. 

It shall gather such’information as it deems advisable 
to determine whether an applicant is conscientious, 
capable and reputable. It shall interview personally 
such applicant. It shall either approve or disapprove 
him for examination by the censors. 

The secretary of the district society shall deliver 
to the chairman of the Committee on Membership, 
not later than, respectively, April 1 or November 1], 
all pertinent correspondence and other data together 
with the record of such applicant’s approval or dis- 
approval, with reasons therefor, by the board of mem- 
bership. 

The Committee on Membership shall have custody 
of such documents so long as needed and then shall 
deliver them to the custody of the Secretary; they shall 
remain confidential. 

The Committee on Membership shall consider the 
application of each applicant approved for censors’ 
examination by a board of membership. It shall deter- 
mine finally whether or not such applicant may take 
that examination, 

The Committee on Membership shall not consider 
the application of any applicant disapproved by a board 
of membership except on the written request of a ma- 
jority of that board of membership. 

Decisions on applications by the Committee on Mem- 
bership shall be final, and shall remain in force for 
two years. 

The Committee on Membership shall notify the 
secretary of the district society concerned and each 
applicant considered of its decision not later than, re- 
spectively, April 20 or November 20. 
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Dr. Fallon pointed out that there were two changes 
to be noted in this section. The Committee on 
Membership, rather than the Committee on Med- 
ical Education, will take care of all matters per- 
taining to membership. The local committees on 
membership, under the setup in vogue at present, 
have only advisory powers. Under this section as 
now presented, both the local committee and the 
central committee have the right to turn down 
an applicant. He added that there might be times 
when it would be embarrassing for the local com- 
mittee to turn down a candidate who, in the opin- 
ion of that committee, should be turned down. 
The decision in such cases can be left to the cen- 
tral committee, and the decision of that commit- 
tee will be final. 

He pointed out that this section contained a 
further provision to the effect that a candidate 
once refused admission cannot reapply until two 
years have elapsed. 

Dr. Fallon moved the adoption of Section 2 (c) 
of Chapter V. The motion was seconded by Dr. 
Bearse. 

Dr. Norman A. Welch, Norfolk, offered the 
following amendment to Section 2 (c) of Chapter 
V: insert in line 6 after the word “Membership” 
the following: “In the case of the rejection of a 
candidate by the Committee on Membership when 
said candidate has already been appraved by the 
district committee, this candidate shall have the 
right of appeal through his district committee to 
the Executive Committee of the Council. At this 
hearing the candidate shall be represented by a 
councilor of his district and the Committee on 
Membership shall be represented by one of its 
members.” The amendment was seconded by 
Dr. Bearse. 

Dr. Welch supported this amendment by a 
forceful argument. 

Dr. Blaisdell said that the procedure outlined 
in the amendment would prolong the workings 
of the committees involved. 

Dr. Welch did not agree with the previous 
speaker. He thought that when somebody is 
willing to fight it out in favor of a candidate, he 
should have the right to go to the Executive 
Committee. 

Dr. Henderson expressed his approval of the 
text as it relates to this section. . 

Dr. Fallon said that much time had been given 
to this section. He added that he thought that the 
by-laws committee had, in it, effected a working 
compromise between two extremes. 

There was a demand for the question. It was 
put and lost. 

The question then came on the adoption of 
Section 2 (c) of Chapter V, and it was so ordered 
by vote of the Council. 
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Dr. Fallon presented Sections 3 and 4 of Chapter 
V, which read as follows: 


Section 3, The secretary of each district society shall 
be the secretary of the district board of censors. 

He shall furnish applicants with forms adopted by 
the Board of Supervising Censors. 

He shall keep a record of all applicants for fellow- 
ship, and see that each applicant pays the examination 
fee of three dollars, that this fee is sent promptly to the 
Treasurer, that each successful applicant subscribes to 
the by-laws and code of ethics and within two weeks 
pays the assessments for the current year. 

He shall furnish each new fellow with a copy of the 
Digest, By-laws, Code of Ethics, and Medical Defense 
Act of the Society. 

He shall present, on the proper form and promptly 
after each examination, a bill to the Treasurer for 
censors’ services, together with a list of all applicants 
examined. 

The secretary of each district society shall fill out, 
sign and deliver promptly to the Secretary certificates 
stating that the successful applicants have complied 
with the requirements of the by-laws. 


Section 4. The censors and secretaries shall be paid 
from the funds of the Society three dollars for each 
applicant examined. The amount paid shall be divided 
equally among those officers attending and taking part 
in the examinations. 


Dr. Fallon moved the adoption of Sections 3 and 4 
of Chapter V. Dr. Curley seconded the motion. 

Dr. Levi offered the following amendment: 
after the word “ethics” in line 9, insert a period, 
delete from line 10 the words “and within two 
weeks pays the assessments for the current year,” 
and add the following sentence: “He shall promptly 
send the names of successful applicants to the dis- 
trict treasurer, informing him that the assessments 
must be paid within two weeks, and upon informa- 
tion from the district treasurer, he shall notify the 
Secretary that all requirements have been fulfilled.” 
He moved the adoption of the amendment. Dr. 
Bearse seconded the motion. 


Dr. Levi spoke, out of his experience as a dis- 
trict secretary, acquired over a period of ten years, 
in support of the amendment. 

Dr. Tully thought that this amendment would 
complicate the procedure. 

The motion was put and lost. 


Dr. Stratton offered the following amendment: 
insert in line 13 of Section 3 of Chapter V, after 
the words “Code of Ethics’ the words “of the 
Society and of the American Medical Association.” 

Dr. Maclachlan suggested that Dr. Stratton 
include in his amendment the insertion in line 9, 
Section 3 of Chapter V, after the word “ethics,” 
the words “of the Society and of the American 
Medical Association.” Dr. Stratton accepted this 


suggestion; whereupon Dr. Maclachan seconded 


the amendment and it was so ordered by vote of 
the Council. 
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Dr. Fallon moved the adoption of Section 3 of 
Chapter V as amended. Dr. Bearse seconded the 
motion. 

Dr. Rice at this point wanted to know why the 
censors were paid. Dr. Blaisdell answered that it 
was an old custom. 

Dr. Collins asked how much time the censors 
put in. Dr. Munro answered approximately three 
hours each year. 

Dr. Ober announced that the question before 
the Council was the adoption of Section 3 of Chap- 
ter V as amended. It was so ordered by vote of 
the Council. 

Dr. Fallon moved the deletion of Section 3 of 
Chapter V of the by-laws as amended in 1941. Dr. 
Bearse seconded the motion, and it was so ordered 
by vote of the Council. 

Dr. Rice moved that Section 4 of ‘Chapter V of 
the text be deleted. The motion was seconded by 
Dr. Collins, and is was so ordered by vote of the 
Council. 


Dr. Bearse presented Chapter VI, Section 1, 
which reads as follows: 


CHAPTER VI 
OFFICERS 


Section 1, The President shall preside at the meetings 
of the Society, of the Council, of the Executive Com- 
mittee and of the Committee ‘on Public Relations. 

He may call a meeting of any committee of the 
Society. 

He shall approve all valid bills against the Society 
after they have been suitably endorsed by the officer, 
delegate, or chairman or majority of the committee 
that has incurred the indebtedness specified in the bill, 
as provided in Chapter VII, Section 1. 

He shall sign the certificates of all delegates, and 
the diplomas of all new fellows if he is satisfied that 
they have met the requirements of Chapter I. 

He shall nominate to the Council all members of 
committees, all delegates to other medical societies, 
all fellows to fill vacancies among the officers, council- 
ors, censors and commissioners of trial of the Society, 
unless otherwise provided by the by-laws or by order 
of the Council. 

He shall make appointments to fill vacancies ad in- 
terim in any of the offices of the Society. 

He shall be a member ex officio of all committees. 

He shall, in accordance with specific recommenda- 
tions by the Committee on Ethics and Discipline, either 
admonish fellows or appoint a board of trial, as pro- 
vided in Chapter VIII, Section 1. 

He shall report on the state of the Society at the 
annual meeting. 

He shall call one meeting of the Executive Committee 
between meetings of the Council, and others at his 
pleasure. 

In the event of the death or incapacity of the Presi- 
dent-Elect, the President, at the annual meeting of the 
Council, shall nominate members of standing and spe- 
cial committees, unless otherwise provided in the by- 
laws. 


Dr. Bearse moved the adoption of Section 1 of 
Chapter VI. The motion was seconded by Dr. 
H. C. Petterson, Norfolk. 


|| 
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Dr. Halbersleben offered the following amend- 
ment: after line 20, insert the following: “He 
shall nominate no more than one member from 
one district for any committee.” This amendment 
was seconded by Dr. John P. Treanor, Jr., Norfolk. 
Dr. Halbersleben in speaking for the amendment 
said that it was inspired by a desire to see com- 
mittee duties spread over the entire state as a means 
of fostering interest in the Society. 

Dr. Blaisdell said that, while he was entirely in 
sympathy with the motives behind the amendment, 
he was opposed to its inclusion in the by-laws. Dr. 
Hornor was likewise opposed. 

Dr. Halbersleben withdrew his amendment with 
the consent of the seconder. He offered a new 
amendment which was just the same as his first 
with the exception that where the first amendment 
spoke of one member, the one now offered spoke 
of two members. This latter amendment was 
seconded by Dr. John C. V. Fisher, Norfolk, and 
on vote by the Council it was lost. 

The question now came on the adoption of 
Section 1 of Chapter VI. This motion prevailed 
by vote of the Council. . 

Dr. Bearse moved the deletion of Section 1 of 
Chapter VI of the by-laws as amended in 1941. 
This motion was seconded by Dr. Munro, and it 
was so ordered by vote of the Council. 

Dr. Bearse presented Chapter VI, Section 2, 
which reads as follows: 

Section 2. In the absence of the President, the Vice- 

President shall perform the duties of the President; 

and in the absence of both, the senior ex officio Vice- 


President in point of membership in attendance shall 
perform the duties of the President. 


Dr. Bearse moved the adoption of Section 2 of 
Chapter VI. The motion was seconded by Dr. 
Curley, and it was so ordered by vote of the 
Council. 

Dr. Bearse moved the deletion of Section 2 of 
Chapter VI of the by-laws as amended in 1941. 
Dr. Conley seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Bearse presented Section 3 of Chapter VI 
which reads as follows: 

Section 3. The President-Elect shall assist the Presi- 
dent in the performance of his duties in such manner 
as the President may direct and in so doing shall be 
considered to represent the President. 

At the annual meeting of the Council following the 
annual meeting at which he was elected, he shall nom- 
inate members of standing and special committees, 
unless otherwise provided for in the by-laws. 

He shall be a member ex officio of all committees. 


Dr. Bearse moved the adoption of Section 3 of 
Chapter VI. Dr. Conley seconded the motion, and 
it was so ordered by vote of the Council. 

Dr. Bearse moved the deletion of Section 3 of 
Chapter VI of the by-laws as amended in 1941. Dr. 
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Chereskin seconded the motion, and it was so 
ordered by vote of the Council. 


Dr. Bearse presented Chapter VI, Section 4, 
which reads as follows: 


Section 4. The Secretary shall attend all meetings 
of the Society, the Council and the Executive Com- 
mittee, and shall record their respective proceedings 
in separate volumes. 

He shall cause to be engrossed and shall sign the 
diplomas of new fellows if satisfied that they have met 
the requirements of Chapter I, and shall issue all 
diplomas and certificates of fellowship. 

He shall notify fellows of votes by the Council or 
Executive Committee granting permission to retire, 
to resign, to transfer district membership or to have 
dues remitted, and of votes depriving them of or re- 
instating them in the privileges of fellowship. 

He shall be ex officio secretary of all boards of trial, 
the Board of Supervising Censors, the Committee on 
Publications and the Committee on Ethics and Dis- 
cipline, and shall keep the records of each in separate 
volumes. 

He shall have custody of the seal of the Society 
and of all books, papers, manuscripts, prints and paint- 
ings belonging to the Society, except such as are in 
charge of the Treasurer. 

He shall issue notices of the meetings of the Council. 
He shall issue to every fellow one month before the 
annual meeting of the Society a program, listing the 
time and place of that meeting and of the stated meet- 
ings of the Council, the boards of censors for that year, 
and information concerning the payment of assessments 
and the distribution of publications; if there are any 
proposed amendments to the by-laws, he shall provide 
that each program is accompanied by a copy thereof. 

He shall transfer fellows from one district to another 
under the terms of Chapter III, Section 3, and shall 
report to the Society at its annual meeting the changes 
in membership during the year. 

He shall conduct official correspondence and shall 
notify officers, delegates and members of committees 
of their appointments and of their duties. 

He shall keep a directory of the fellows, and shall 
publish the same, under the direction of the Committee 
on Publications, at such intervals as may be determined 
by the Council. He shall furnish this on request to 
fellows not in arrears. 

He shall have jurisdiction over the work of the 
Executive Secretary. 

He shall perform such other duties as the Society 
or the Council may require. 


Dr. Bearse moved the adoption of Section 4 of 
Chapter VI. Dr. Fallon seconded it, and it was 
so ordered by vote of the Council. 


Dr. Bearse moved the deletion of Section 4 of 
Chapter VI of the by-laws as amended in 1941. 
Dr. Blaisdell seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Bearse presented Chapter VI, Section 5, 
which reads as follows: 


Section 5. The Treasurer shall collect and care for 
all monies due the Society and shall have custody of 
the treasury records. All monies received by any com- 
mittee, officer or employee on behalf of the Society 
shall be paid forthwith to the Treasurer. 
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He shall be bonded in such sum and manner as 
may be directed by the Council, on recommendation 
of the Committee on Finance. 

He shall, under the direction of the Council, sue 
for claims due the Society and shall sell, rent or lease 
any estate belonging to the Society. 

He shall pay only such bills as have been counter- 
signed by the proper officer or delegate, or the chair- 
man or majority of the committee incurring the indebt- 
edness, as provided in Chapter VII, Section 1, and 
have been approved by the President. 

He shall render to the Council at its February meet- 
ing a full written report of the assets and liabilities 
on December 31 of the previous year, and also of the 
financial transactions of the Society during that year. 

He shall attend the meetings of the Committee on 
Finance, furnish the committee with such data as it 
may require and shall make all investments and re- 
investments of the Society’s funds, with authority to 
buy or sell securities subject to the approval of this 
committee. 

He shall arrange for the Cotting luncheons. 

He shall familiarize the Assistant Treasurer with 
the fiscal concerns of the Society. 

He shall perform such other duties as the Society 
or the Council may require. 


Dr. Bearse moved the adoption of Section 5 of 
Chapter VI. The motion was seconded by Dr. 
Chereskin, and it was so ordered by vote of the 
Council. 

Dr. Bearse moved the deletion of Section 5 of 
Chapter VI of the by-laws as amended in 1941. 
Dr. Blaisdell seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Bearse presented Chapter VI, Section 6, 
which reads as follows: 


Section 6. The Assistant Treasurer shall assist the 
Treasurer in the performance of such duties as the 
Treasurer may direct. 

In the event of the death or the incapacity of the 
Treasurer, the Assistant Treasurer shall assume the 
duties of the Treasurer until cessation of the incapacity 
or the next annual meeting of the Council. 

He shall be bonded in such sum and manner as may 
be directed by the Council, on recommendation of the 
Committee on Finance. 


Dr. Bearse moved the adoption of Section 6 of 
Chapter VI. Dr. Conley seconded the motion. 

Dr. Hornor moved as an amendment that the 
word “until” be inserted after the word “or” in 
line 7. This amendment was seconded by Dr. 
Conley, and it was so ordered by vote of the 
Council. 

Dr. Bearse withdrew his original motion with 
the consent of the seconder. He moved the 
adoption of Section 6 of Chapter VI as amended. 
Dr. Conley seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Bearse presented Chapter VI, Section 7, 
which reads as follows: 


Section 7. The Executive Secretary, under the juris- 
diction of the Secretary, shall assist the officers, the 
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Council and such committees as may request his 
services. 


He shall hold office at the pleasure of the Executive 
Committee. 


Dr. Bearse moved the adoption of Section 7 of 
Chapter VI. Dr. Conley seconded the motion. 

Dr. Rice inquired as to how the Executive Sec- 
retary is elected or appointed. 

Dr. Ober answered by saying that he is elected 
by the Executive Committee of the Council. 

Dr. Rice inquired why he should not work 
under the direction of that committee. “It says 
here,” he added, “that the Secretary shall have 
jurisdiction over the work of the Executive Secre- 
tary.” He further commented that the Execu- 
tive Secretary would not know for whom he was 
working. 

Dr. Fallon, in response, said that that was just 
the reason that the committee decided to do things 
in this way. He added that in the past the Execu- 
tive Secretary did not know for whom he was 
working. Furthermore, the committee felt that 
ica for his work should be central- 
ized. 

There was a demand for the question from sev- 
eral sources. 

Dr. Ober put the motion, and it was so ordered 

by vote of the Council. 
- Dr. Bearse moved the deletion of Section 6 of 
Chapter VI of the by-laws as amended in 1941. 
Dr. Fallon seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Bearse presented Chapter VI, Section 8, 
which reads as follows: 


Section 8. The traveling and incidental expenses 
of the officers and committees elected by districts and 
of standing committees of the Society, on request, shall 
be paid by the Treasurer, on presentation of an itemized 
bill duly approved by the President. 


Dr. Bearse moved the adoption of Section 8 of 
Chapter VI. This motion was seconded by Dr. 
Fallon. 

Dr. Curley moved as an amendment that in line 
2, after the word “committees,” there be inserted 
the words “of the Society.” Dr. Fallon seconded 
the amendment, and it was so ordered by vote of 
the Council. 

Dr. Bearse, with the consent of the seconder, 
withdrew his original motion to adopt Section 8 
of Chapter VI. He moved the adoption of Sec- 
tion 8 of Chapter VI as amended. Dr. Conley sec- 
onded the motion and it was so ordered by vote of 
the Council. 

Dr. Bearse moved the deletion of Section 7 of 
Chapter VI of the by-laws as amended in 1941. 
Dr. Fallon seconded the motion, and it was so 
ordered by vote of the Council. 
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Dr. Blaisdell asked the unanimous consent of 
the Council to reconsider the vote by which Sec- 
tion 4 of Chapter VII was adopted. On a vote 
this consent was given. 


Dr. Blaisdell moved that, in line 2 of Section 4 
of Chapter VII, the word “fellow” be deleted and 
the word “councilor” substituted. Dr. Fallon sec- 
onded the motion, and it was so ordered by vote 
of the Council. 


Dr. Blaisdell moved the adoption of Section 4 of 
Chapter VII as amended. Dr. Fallon seconded 
the motion, and it was so ordered by vote of the 
Council. 

Dr. Fallon presented Section 1 of Chapter VIII, 
which reads as follows: 


CHAPTER VIII 
Boarps oF TRIAL 


Section 1. A board of trial shall consist of five of the 
commissioners of trial, appointed by the President, to 
consider charges against a fellow recommended for trial 
by the Committee on Ethics and Discipline. 

The President shall designate a time and place for 
the meeting of such board, and shall cause due notice 
thereof to be given to the complainants and to the 
accused, and to all members of the district society 
of which the accused is a member. 

A board of trial may hear fellows who appear in the 
interest of the accused, but legal counsel shall be ex- 
cluded. 

Failure of the accused to appear or be represented 
at the trial shall be considered prima-facie evidence 
of the truth of the charges, and a verdict may be ren- 
dered accordingly. In case of conviction, a board shall 
recommend such sentence as it shall deem best, as pro- 
vided in Chapter I, Section 10. The Secretary shall 
enter on the records the proceedings of each board 
of trial, and shall report them to the Society at the next 
annual meeting for final action. 

The Secretary shall notify the accused of the findings 
of a board of trial and of the action of the Society 
thereon; and he shall notify the several district societies 
of the sentence imposed. 


Dr. Fallon moved the adoption of Section 1 of 
Chapter VIII. The motion was seconded by Dr. 
Blaisdell, and it was so ordered by vote of the 
Council. 


Dr. Fallon moved the deletion of Section 1 of 
Chapter VIII of the by-laws as amended in 1941. 
Dr. Rice seconded the motion, and it was so or- 
dered by vote of the Council. 


Dr. Fallon presented Section 2 of Chapter VIII 
which reads as follows: 


Section 2. Each commissioner, and each prosecuting 
officer, shall be paid ten dollars a day for attendance, 
plus his incidental expenses. 

It shall be a duty of any fellow summoned by the 
Committee on Ethics and Discipline to appear as a 
witness before a board of trial. No fellow shall be 
relieved of this duty without an excuse satisfactory 
to such a board. 
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Dr. Fallon moved the adoption of Section 2 of 
Chapter VIII. Dr. Harold G. Giddings, Middle- 
sex South, seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Fallon moved the deletion of Section 2 of 
Chapter VIII of the by-laws as amended in 1941. 
Dr. Bearse seconded the motion, and it was so or- 
dered by vote of the Council. 

Dr. Blaisdell presented Chapter IX which reads 


as follows: 


CHAPTER IX 
AMENDMENTS 


These by-laws may be amended by a majority vote 
at any annual meeting of the Society, provided the 
proposed amendment or amendments shall have been 
submitted previously in writing to the Council, shall 
have been approved by that body by vote, and shall 
have been published and forwarded to each fellow, 
along with the program of the meeting of the Society 
whereat they are to be considered. 


Dr. Blaisdell moved the adoption of Chapter IX. 
Dr. Bearse seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Blaisdell moved the deletion of Chapter IX 
of the by-laws as amended in 1941. Dr. Fallon 
seconded the motion, and it was so ordered by vote 
of the Council. 

Dr. Blaisdell moved the adoption of the report 
of the committee as a whole with the respective 
amendments thereto. Dr. Hornor seconded the 
motion, and it was so ordered by vote of the 
Council. 

Dr. Bagnall moved that the Council extend a 
rising vote of thanks to the committee for this 
work. The motion was seconded by Dr. Charles 
J. Kickham, and it was so ordered amidst great 
applause. 

Dr. Blaisdell moved that the meeting adjourn. 
This motion was seconded by Dr. Bearse and 
carried, after Dr. Ober had expressed his thanks 
to all who had seen the session through. 

Adjournment was at 5:30 p.m. 


A. TicHe, Secretary 
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CASE 28201 
PRESENTATION OF CASE 


A thiirty-seven-year-old French-Canadian shoe- 
worker was admitted to the hospital because of 
hoarseness, cough and dysphagia. 

The patient was in good health until about thir- 
teen months before entry, when there was insidious 
onset of cough. Two months later, after a bout of 
coughing, he suddenly became so hoarse that he 
was barely able to talk. Although this acute 
aphonia soon passed, the patient remained slightly 
hoarse from then on. _In the eight months before 
entry, he had a paroxysmal cough, productive of 
thick greenish sputum. Five weeks before entry, 
there was sudden onset of dysphagia, solid foods 
seeming to stick in the throat at the level of the 
thyroid cartilage. During the period of all of 
these symptoms, there was also insidious appear- 
ance of slight dyspnea on exertion, loss of 12 
pounds of weight and increased nervousness. 

The family history was irrelevant. There was 
no known exposure to tuberculosis. The patient 
had had a ‘mastoidectomy seven years before entry, 
with residual deafness in the right ear. He had 
urethral discharge on two occasions, twelve and 
seven years before entry. 

On admission, the patient appeared well devel- 
oped and nourished. Hearing was diminished in 
the right ear, and a right mastoid scar was present. 
The tonsils were absent. The left vocal cord lay 
in the midline, and was paralyzed; the right cord 
was normal. The trachea was deviated slightly 
to the right. The lungs were clear, and the heart 
seemed normal. The abdomen was normal. 

The blood pressure was 110 systolic, 70 diastolic. 
The temperature was 98.6°F., the pulse 80, and the 
respirations 20. 

Examination of the blood showed a red-cell 
count of 5,020,000 with 13 gm. hemoglobin, and a 
white-cell count of 8100 with 69 per cent poly- 
morphonuclears. The blood Hinton reaction was 
negative. The sedimentation rate was 1.6 mm. 
per minute. The urine and stools were normal. 
A tuberculin test was positive, in a dilution of 
1:50,000. 

A roentgenogram of the chest with a barium 
swallow showed a mass in the upper mediastinum, 
just behind the sternum and above the arch of the 
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aorta. The esophagus was narrowed, particularly 
posteriorly at an area, about 4 cm. long, just above 
the upper edge of the aortic arch. The mucosa 
appeared destroyed in the area of narrowing. The 
lung fields were clear. 

On the seventh hospital day, bronchoscopy was 


| performed. The left vocal cord was found to be 


paralyzed. The carina appeared markedly thick- 
ened, reddened, irregular and fixed. In the region 
of the right upper-lobe bronchial orifice, there was 
an irregular, reddened thickened mass. The right 
middle and lower bronchial orifices seemed normal. 
There was an irregular, reddened outcropping 
mass in the left main bronchus, producing obstruc- 
tion. Biopsies from the carina, from the right and 
from the left bronchi showed acute and chronic 
inflammation, with necrosis and granulation 
tissue. 

Three days later, esophagoscopy was performed, 
showing no evidence of extrinsic pressure and no 
mucosal abnormality, except for a slightly granu- 
lar, questionably polypoid area about 30 cm. distant 
from the upper incisors. This level was con- 
sidered to be somewhat below that of the lesion 
described in the roentgenogram. Biopsy of 
this area showed no diagnostic abnormality. 


Five days later, a small axillary lymph node was 
removed for biopsy. Sections showed hyperplasia. 

In the next two weeks, the patient was given a 
total of 1200 r of x-ray to the anterior mediastinum, 
and 1100r to the posterior mediastinum. Follow- 
ing this, a roentgenogram of the chest showed no 
change in the mass in the upper mediastinum. 
There seemed to be definite involvement of the 
wall of the esophagus. 


The patient was discharged unimproved, and 
was followed in the Out Patient Department. 
Three weeks later, a roentgenogram of the chest 
again showed no change in the mediastinal mass. 
There was constant irregular narrowing of the 
esophagus in the area previously described, appar- 
ently due to an intrinsic lesion. A week later, 
bronchoscopy and esophagoscopy were again 
performed. 


DIFFERENTIAL D1AcNosis 


Dr. Epwarp D. Cuurcuitt: “The left vocal 
cord lay in the midline, and was paralyzed.” From 
that item of the examination, we go back to the 
episode in the history, eleven months previously, 
of a bout of coughing, hoarseness and a periock of 
acute aphonia. Paralysis of one vocal cord need 
not give hoarseness and does not cause acute 
aphonia. Consequently, we have no right to infer 
that the left vocal-cord paralysis came on eleven 
months previously. I bring that up as an im- 
portant consideration because, with vocal-cord 
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paralysis due to cancer, other manifestations of 
that cancer might well be expected in eleven 
months. 


The sedimentation rate, although not corrected, 


was elevated. How many adults thirty-seven 
years of age, Dr. King, show a positive tuberculin 
reaction in a dilution of 1:50,000 without active 
disease? 

Dr. Donat S. Kine: I think plenty of them do. 

Dr. Cuurcuitt: Then, the positive test in high 
dilution is not significant? 

Dr. Kinc: No; I do not believe so. I show a 
strong reaction in a dilution of 1:100,000 myself. 

Dr. CuurcHitt: But you are in daily contact 
with patients with positive sputum. 

Dr. Kinc: Yes; but I do not have active disease. 

Dr. CuurcHiLL: Dr. Hampton, can you show us 
the mass in the upper mediastinum beneath the 
sternum above the arch of the aorta? 

Dr. Ausrey O. Hampton: At the arch of the 
aorta, there is a pressure defect behind the esopha- 
gus and sternum, pressing on the esophagus here. 

Dr. CuurcHiLt: But quite a distance from the 
sternum? 

Dr. Hampton: I think it was quite intimate 
with the esophagus. 

Dr. CuurcHiLL: But not a substernal mass? 

Dr. Hampton: No; not between the trachea 
and sternum. It is at the right margin of the 
esophagus and posterior; I should say that it is a 
prevertebral mass. 

Dr. Cuurcuitt: That is quite a different inter- 
pretation. Certainly, there was enough evidence 
to go ahead with esophagoscopy and, possibly, also 
bronchoscopy because of the cough and sputum. 
The left vocal-cord paralysis was confirmed, and 
the carina of the trachea was thickened, reddened 
and fixed. In the right upper-lobe orifice, there 
was an irregular thickened, reddened mass, and on 
the left side the same thing but with an outcrop- 
ping in the bronchus. The definition of outcrop- 
ping is “tissue without an intact mucous-membrane 
covering.” The endoscopist differed sharply with 
the radiologist because he said that the esophagus 
showed no evidence of extrinsic pressure and no 
mucosal abnormality except for a slightly granular, 
questionably polypoid area about 30 cm. distant 
from the upper incisors. 

Dr. Benedict, where is 30 cm. from the upper 
incisors? Tell me when I reach it on this film. 

Dr. Epwarp B. Benepicr: About 15 cm. above 
the diaphragm. 

Dr. CuurcHiL_: Not in the region of the mass! 
At this point, just above the diaphragm, the ques- 
tionable polypoid area was observed and a biopsy 
taken, but no microscopic abnormality was recog- 
nized. In other words, the endoscopist did not see 
any abnormality until this low level was reached 
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and then found something indefinite and not sig- 
nificant. It is obvious that a diagnosis of either 
lymphoma or cancer was entertained because the 
patient was given x-ray therapy —1200r to the 
anterior mediastinum and 1100r to the posterior. 
This I assume to be in the diagnostic range rather 
than full therapy. Is that correct? 


Dr. Hampton: A sensitive carcinoma dose, 
larger than the usual lymphoma dose, was given 
because it was thought that the gastrointestinal 
tract was involved, and growths in that region 
require heavier dosages than the average. * 

Dr. Tracy B. Mattory: The X-ray Department 
frankly suggested that it be given as a diagnostic 
measure. 

Dr. Cuurcuitt: The mass did not change. 
Again, the X-ray Department stated that there was 
definite involvement of the wall of the esophagus. 
Three weeks later, there was still no change in the 
mass, and it was therefore proved not to be a 
radiosensitive tumor. 

Again, the roentgenologists stated very emphat- 
ically, “due to an intrinsic lesion.” They became 
more and more emphatic as the irritation of the 
report of the endoscopist reached them. Then the 
esophagoscopist got irritated in turn, and he did 
both bronchoscopy and esophagoscopy. This, I 
take it, settled the matter. 

Dr. Hampton, do you still believe just as emphat- 
ically that this represents both extrinsic deformity 
and intrinsic involvement of the mucosa of the 
esophagus? 

Dr. Hampton: The radiologist considered that 
the wall of the esophagus was certainly involved. 
Whether in the beginning the mucosa was in- 
volved, I do not know, but that is the picture of 
a mass in the wall of the esophagus. We may have 
become a little more emphatic because of this film 
at a later examination in which the mucosa does 
look definitely involved. 

Dr. Cuurcuitt: Which side is this? 

Dr. Hampton: The left. 

Dr. Cuurcuitt: The left recurrent nerve again! 

Dr. Hampton: Yes; there is a suggestion of 
prominence, but I cannot be sure of it. It may be 
that the mediastinal tissues are pushed over. It 
may be that there is no pressure on the esophagus 
here. I cannot be sure there is anything where the 
recurrent laryngeal nerve is. 

Dr. Cuurcuitt: There are two or three things 
to decide. Going back to the problem of recur- 
rent-nerve paralysis, in the absence of aneurysm, 
this almost invariably means cancer. I think we 
have seen one case of pulmonary tuberculosis with 
recurrent-nerve paralysis. Is that so, Dr. King? 

Dr. Kine: I do not remember the verification 
of it. We have not got one that I am sure of. 
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There is one where we thought the x-ray evidence 
was good. 

Dr. Cuurcnitt: There is no enlargement of the 
left auricle? 

Dr. Hampron: No. 

Dr. CuurcHitt: We come down, I should say, 
to discounting the history of the period of acute 
aphonia and conclude that at some time a left 
recurrent-nerve paralysis occurred. It could have 
occurred at any time within the previous eleven 
months, but not necessarily so long ago. Did the 
“more than lymphoma” dosage and re-examination 
three weeks later reveal any change? 

Dr. Hampton: If anything, it was worse. 

Dr. Cuurcuitt: I shall rule out lymphoma, 
which is a radiosensitive tumor. 

Let us leave neoplasm and go back to the possi- 
bility of tuberculosis, because of this strange find- 
ing of a mass partially obstructing the right upper- 
lobe bronchus and an outcropping mass obstruct- 
ing the left. It is very difficult to link up that 
finding with the chest film. No films were taken 
on inspiration and expiration, but I doubt whether 
they are needed. 

Dr. Hampton: The lungs certainly do not look 
very emphysematous. In the oblique view, one 
can see the right main bronchus to this point, and 
the right upper-lobe bronchi are not seen, prob- 
ably because they are projected on end. The left 
main bronchus is seen up to the point where the 
esophagus covers it. There is no mass right in that 
area, which must be beyond the carina. 

Dr. Benepicr: In my bronchoscopic report, I 
did not say complete obstruction; I said partial 
obstruction of the left. 

Dr. CuurcHitt: Could this be the endobron- 
chial type of tuberculosis? Information about the 
thick greenish sputum that the patient was raising 
has been. withheld. I do not know why he was 
raising it from the lung unless from bronchial 
irritation. Certainly, with thick greenish sputum 
and a bilateral endobronchial lesion, we are en- 
titled to know whether the sputum was positive. 

Dr. Matiory: The sputum was examined twice 
and reported negative for tubercle bacilli. 

Dr. Cuurcuitt: Could the distortion of the 
esophagus have been due to a tuberculous lymph 
node secondary to the bronchial lesion? I think it 
unlikely and rule out endobronchial tuberculosis 
as a likely possibility. 

That brings us back to neoplasm. Certainly, I 
see little evidence on which a diagnosis of primary 
carcinoma of the lungs can be based. Conceivably, 
a small cancer might exist in the periphery of the 
lung invading the mediastinum, with lymph-node 
involvement. But a cancer that is outcropping in 
the bronchus would have yielded a positive biopsy, 
and also would have produced some obstruction in 
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. ‘ay one of the segmental bronchi of the upper 
obe. 

I am going to cast my lot with the X-ray De- 
partment, and say that until proved otherwise, 
this mass be considered primary cancer of the 
esophagus, with direct extension into the left 
primary bronchus and perhaps with lymph-node 
metastases causing distortion of the carina and 
invasion of the left recurrent nerve. 

Dr. Kine: We had one case, Dr. Churchill, 
that showed tuberculosis of the wall of the 
esophagus. Of course, since tuberculosis would 
not involve the bronchus in the same way, we 
can discard that diagnosis. 

Dr. Hampton: If you could believe absolutely 
that these first films show only a submucosal 
intramural lesion, what should you think? 

Dr. Cuurcuitt: That question brings us back 
to the old question whether cancer of the esopha- 
gus can start in the deep layers and not show 
mucosal ulceration. We thought that some ten 
years ago, but now I wonder what we were seeing. 
In other words, I shall doubt the existence of that 
entity until I see it again, because our older observa- 
tions were not too well supported. 

Are you ready to call it cancer of the esophagus 
by x-ray examination? 

Dr. Hampton: I should say that whatever the 
disease was, it was invading the esophagus, and 
there are not many things that will invade the 
esophagus. I think there is one possibility, other 
than cancer. 

Dr. Matitory: Do you want to tell us that, Dr. 
Hampton? 

Dr. Hampton: I thought Dr. King was going 
to. It is mediastinal tuberculosis, with perforation 
of the esophagus. 

Dr. Matiory: Dr. Benedict, you might describe 
the final endoscopy. 

Dr. Benepicr: The second bronchoscopy con- 
firmed the first bronchoscopy. There was exactly 
the same appearance, with a mass of reddened 
inflammatory tissue involving the carina, left main 
bronchus and right main bronchus in the region 
of the upper lobe. The esophagoscopy did show, 
on second examination, extrinsic pressure pushing 
the esophagus forward, but definitely no mucosal 
involvement. 

Dr. Hampton: Not even edema? 

Dr. Benepicr: No. 

Dr. Hampton: Edema could explain the x-ray 
picture satisfactorily. 

Dr. Lowrey F. Davenport: Does not the char- 
acter of the symptoms disturb you with that 
diagnosis? 

Dr. CuurcHILL: You mean cough and sputum, 
then the hoarseness and then the dysphagia? Yes; 
it points toward lung rather than esophagus. 
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Dr. Mattory: Although we have seen just that 
with cancer of the esophagus. 

Dr. Kine: Since we have raised the question 
of tuberculosis, have you ever seen tuberculosis 
of the bronchus with this story and these physical 
signs? 

Dr. Davenport: No. 

Dr. Kine: It is hard to imagine that, even if the 
lymph node perforated through into the bronchus. 
It is the first case of this sort that we have seen. 

Dr. Hampton: We have seen cancer of the 
breast metastasize to the mediastinum and 
esophagus in this way. I do not see why a tuber- 
culous lymph node could not do the same thing. 
Such a case was reported in this conference, but 
we examined the esophagus by x-ray and found 
nothing. The patient died of tuberculous medias- 
tinitis, which perforated into the esophagus. 


CurnicaL D1Acnosis 


Mediastinal tumor (? pulmonary or esophageal 
carcinoma). 


Dr. Cuurcuity’s Diacnosis 
Carcinoma of the esophagus, with extension to 
bronchus and regional lymph-node metas- 
tases. 


ANATOMICAL DtAcGNosis 
Tuberculosis of bronchus. 


PaTHOLocicaL Discussion 


Dr. Mattory: On the final endoscopic examina- 
tion, no change in the esophagus was noted. More 
biopsies were taken, and this time it was possible 
to make a positive diagnosis of tuberculosis of the 
bronchus. We could only guess the rest, but I 
should think that there was mediastinal tuberculo- 
sis, pressing on the esophagus and very probably 
invading the recurrent laryngeal nerve. 


CASE 28202 
PRESENTATION OF CASE 


A fifty-two-year-old lawyer was admitted to the 
hospital because of a “heart attack” on the pre- 
ceding day. 

The patient was in good health until three years 
before entry, when there was insidious onset of 
nervousness and fatigue and a sense of lifeless de- 
pression following work. At this time, there also 
appeared a sense of constriction in the back of the 
neck, which was relieved by osteopathic treatment. 
The patient also experienced occasional mild shoot- 
ing pain in the region of the left nipple but had no 
substernal pain or shortness of breath. He consult- 
ed a physician, who found his heart slightly en- 
larged to the left with regular sounds of good 
quality. The aortic second sound was greater than 
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the pulmonic, and there were no significant mur- 
murs. The lungs were clear and full. Physical 
examination was otherwise negative. The blood 
pressure was 184 systolic, 120 diastolic, on one ex- 
amination and 162 systolic, 110 diastolic, on an- 
other. The Hinton reaction of the blood was 
negative, and the nonprotein nitrogen level was 
30 mg. per 100 cc. The urine was normal. A 
roentgenogram of the chest showed that the heart 
was just slightly enlarged in all its diameters. The 
great vessels were rather dense and tortuous but 
showed no evidence of aneurysm. Their appear- 
ance suggested an aortitis. There was scoliosis of 
the dorsal spine, with convexity to the left in the 
lower portion and to the right in the upper por- 
tion. General relaxation was recommended by the 
physician. The patient remained fairly well for 
the following three years, complaining occasionally 
of fatigue. His wife stated that he had been 
under a nervous strain because of business wot- 
ries. 

On the day before entry, while fighting a brush 
fire with others of his family, the patient suddenly 
said to his wife, “I'am having a heart attack; I am 
dying,” and slumped to the ground. He was taken 
to his house temporarily. He was unconscious 
and very restless, and breathing was difficult, with 
long periods of apnea. According to his wife and 
physician, he seemed to suffer no pain. The follow- 
ing day, his breathing was better, and he was 
taken to the hospital, approximately twenty-four 
hours after the onset of the attack. 

On admission, the patient was semistuporous, 
with poor color, and was breathing irregularly. 
Heart sounds were of poor quality but were regu- 
lar. A systolic murmur was audible over the pre- 
cordium, with transmission into the axilla. The 
radial arteries were tortuous and palpable. The 
extremities were warm. The nailbeds and lips 
were moderately cyanotic. The veins of the neck 
were not distended. 

The blood pressure was 60 systolic, 40 dias- 
tolic. The temperature was 100.5°F., the pulse 
75, and the respirations 20. 

The blood Hinton reaction was negative, and 
the bloed nonprotein nitrogen was 65 mg. per 
100 cc. 

An electrocardiogram showed absence of Rs 
and unusually high T waves, with concave up- 
stroke in Leads 2 and 3. There was moderate 
left-axis deviation and normal rhythm, with a 
rate of 120. All leads showed upright T waves. 

‘The patient was given morphine. He contin- 
ued restless and cyanotic. Although he passed no 
urine, his bladder did not become distended. He 
had not voided since the onset of the attack, but 
catheterization twelve hours after onset yielded 
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90 cc. of urine. The following morning, res- 
piration was stertorous, with tracheal rales and 
intermittent periods of apnea. The blood pressure 
was 70 systolic, 40 diastolic, and the pulse was 
100 and regular. At no time did the patient com- 
plain of pain. Death occurred twenty-two hours 
after admission. 


DIFFERENTIAL D1taGnosis 


Dr. Epwarp F. This case presents a 
rather unusual combination of symptoms and 
signs: stupor, hypotension and a relatively slow 
pulse. The only thing that seems reasonably cer- 
tain is that there must have been a vascular acci- 
dent somewhere; the question is, Was it in the 
central nervous system or the coronary circulation, 
or did it involve ‘some other organ? The first 
thing that is striking is that the patient became 
quickly stuporous or unconscious following some 
sort of discomfort in the chest, and I assume from 
the record that he remained more or less stuporous 
until the time of death. Another striking feature 
is the blood pressure, which was low in the 
absence of the usual signs of peripheral shock: 
the patient was warm, and the pulse was not fast. 
The pulse does not have to be fast with peripheral 
circulatory collapse but it usually is, so that this 
combination of stupor, low blood pressure and rela- 
tively slow pulse is a bit difficult to fit together. 
We have a little freedom in connection with the 
pulse, however, because when the patient was first 
admitted it was said to be 75 and then later on, 
not long before death, it was 100. Somewhere in 

between, it got up to 120 by electrocardiogram. 
Did this patient have a subarachnoid hemor- 
rhage? I do not believe so. The absence of head- 
ache at the beginning, although a little unusual, 
does not exclude it, but it would be difficult to 
account for the extreme hypotension on this score. 
Furthermore, since we are given no information 
about stiffness of the neck, I think we can assume 
that it was not present, and there were no neuro- 
logic signs. Therefore, if we assume that this was 
not a subarachnoid hemorrhage, or some vascular 
accident in the central nervous system, we must 
account for the stupor on some other score. Per- 
haps I am overemphasizing the unconscious state. 
Am I, Dr. Smith? 

Dr. Wituram D. SmitH: Just a bit. 


Dr. Buanp: The next most striking feature 
seemed to be the extremely low blood pressure, 
which remained thus until death. It could be due 
to a number of conditions. 

The abrupt onset promptly brings to mind dis- 
secting aortic aneurysm, which, furthermore, comes 
on with unusual exertion. Whether the patient 
actually had pain in the chest seems uncertain, 
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but it could not have been a very striking symp- 
tom. Something, however, must have happened 
in the chest. At least, the patient’s attention was 
temporarily directed, so long as he was conscious, 
to his chest. If this were an aortic dissection, and 
we know that dissecting aneurysm can do bizarre 
things, the first thing we find difficulty in account- 
ing for is the hypotension. It is conceivable, and 
such ah event has been recorded, that the dissection 
involved the mouths of both subclavian vessels, 
which might give one a false reading of hypoten- 
sion in the arms, but we must still account for the 
stupor, which I must assume was due to the 
extremely low blood pressure. This, in turn, 
probably accounted for the failure of the kidneys 
to secrete urine and for the rising nonprotein 
nitrogen. Dissecting aneurysm could do all these 
things, but this would hardly be consistent with 
two days of life without some other suggestive 
evidence indicating a serious interference with the 
circulation to the lower extremities. Therefore, I 
cannot make a diagnosis of dissecting aneurysm 
of the aorta. 


Finally, Did this patient have a relatively painless 
but large myocardial infarct? I am inclined to 
think that this is the most likely explanation, but 
I am not very happy with that diagnosis either. 
We do see now and then, of course, an extremely 
low blood pressure following a large myocardial 
infarct, and in some cases infarcts at the base of 
the heart are associated with a relatively slow pulse, 
since vascular lesions at the base of the heart are 
more apt to disturb also the circulation to the 
auricles than lesions responsible for apical infarcts. 
At this point, I think the electrocardiogram might 
be a good deal of help, and I should like to see 
the tracing, since I am suspicious of the high con- 
cave T waves in Leads 2 and 3 mentioned in 
the record, because shortly after a large myocardial 
infarct at the base of the heart, the waves might 
be large and high. After seeing the tracing shown 
here on the screen, I am disappointed. All this 
film shows is a left-axis deviation of moderate 
degree, a full length PR interval up to 0.19 second, 
upright T waves, more or less normal shape in 
Leads 2 and 3 and a chest lead that shows a very 
minute R wave, possibly absent. I had hoped for 
more positive help from the electrocardiogram 
pointing to myocardial infarction; instead, it casts 
a good deal of doubt on the correctness of this 
diagnosis. Therefore, one begins to think in terms 
of something more unusual and hence less likely. 
This low blood pressure could be due, of course, 
to constriction of the heart. It could be due to 


obstruction to the circulation inside the heart — for 
example, by a thrombus, which is usually formed 
in the presence of considerable valvular disease, 
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notably mitral stenosis. I have not seen it in any 
other situation. The other condition that might 
account for the low blood pressure is cardiac 
tamponade, but we are specifically told that the 
veins were not distended; therefore, this possi- 
bility is untenable. 

So far as various unlikely possibilities are con- 
cerned, there occasionally has been described a 
syndrome with extreme hypotension and collapse 
in connection with bilateral hemorrhage in the 
adrenal glands. In the course of serious infection 
in childhood, hemorrhage may occur into both 
adrenal glands, with symptoms resembling acute 
Addison’s disease. Dr. Grantley W. Taylor,* some 
years ago, described such a case of bilateral hemor- 
rhage into both adrenal glands following an opera- 
tion. The patient went into collapse, stupor and 
hypotension, and died. Death was not explained 
until the post-mortem examination, when the bi- 
lateral apoplexy of the adrenal glands was found. 
I cannot fit that into this picture. 

In summary, I am left with myocardial infarc- 
tion, in spite of the relatively normal electrocardio- 
gram, as my choice of the three most likely diag- 
noses noted above,—the other two being sub- 
arachnoid hemorrhage and dissecting aneurysm, — 
and I should explain the renal failure and the 
cloudiness of the sensorium as secondary to the 
critically low blood pressure. 

Dr. Tracy B. Mattory: Does anyone want to 
champion any of the other possibilities Dr. Bland 
has mentioned? 

Dr. Paut D. Wuite: The patient did not have 
characteristic electrocardiographic evidence of 
acute myocardial infarction. In a patient so sick, 
there should be more definite findings of acute 
coronary occlusion than absence of Ra alone, which 
might be due to a faulty position of tha electrode 
or to an old infarct. We should expect greater 
changes in the ST segment in at least one of these 
four leads, if he was so sick from myocardial in- 
farction alone. 

Dr. Brann: Yes; that is the most serious objec- 
tion to myocardial infarction. 


Dr. SmitH: I came to the same diagnosis that — 


Dr. Bland came to but less logically. There were 
various things that I did not consider at all. I 
ruled out dissecting aneurysm in the first place on 
the entire absence of pain, and I tried very hard to 
get a story of pain. We asked the patient’s wife if 
she thought that he had had pain. She said, “No.” 
I telephoned the local doctor, who also said that 
the patient had had no pain. Dissecting aneurysm 
without pain was something outside my experience. 
Another thing that influenced me against it was the 
low blood pressure, because generally the blood 


*Taylor, G. W. Intestinal diverticulosis, pernicious anemia, bilateral 
suprarenal apoplexy: report of a case. New Eng. ]. Med. 202:269-271, 1930. 
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pressure is tolerably well maintained in dissecting 
aneurysm. I therefore came to the same clinical 
diagnosis as Dr. Bland. 

Dr. Earte Gienpy: When was the first blood- 
pressure reading made in relation to the onset? 

Dr. SmirH: As soon as the patient came in to 
the hospital, which was twenty-four hours after 
the onset. 

Dr. Gienpy: With massive dissection of the 
aorta, it is possible for the coils of the dissected 
inner portion of the aorta to occlude the aorta; 
then the blood pressure falls very rapidly, and the 
heart fails. 

Dr. Smit: The patient did not impress me as 
having heart failure. 

Dr. F. Dennetre ApAMs: 
shock ? 

Dr. SmitH: Yes; we gave oxygen and mor- 
phine. 

Dr. Apams: Then, why did he not have dis- 
secting aneurysm? They ordinarily do not rupture 
in the absence of pain, but he perhaps had stupor, 
or relative stupor before he had an opportunity 
to tell about it. 7 

Dr. Wuirte: I should like to emphasize that 
last statement of Dr. Adams. I have been caught 
out here several times by the absence of pain in 
patients with vascular shock. ‘This patient, did, 
however, have enough pain in the beginning to 
think he had a “heart attack.” At least, figura- 
tively, he put his hand to his chest; what he- felt 
was bad enough to make him think he was going 
to die. Whether he had coronary thrombosis or 
dissecting aneurysm, I believe he had sudden and 
severe chest pain at the very beginning before he 
collapsed; the very abruptness favors somewhat 
dissection of the aortic wall. 


Did he not have 


CuinicaL DIAGNosEs 


Hypertensive and coronary heart disease. 
Myocardial infarct. 


Dr. Biann’s DiacNnoseEs 


Coronary thrombosis. 
Myocardial infarction. 


ANATOMICAL DIAGNOSES 


Dissecting aneurysm of aorta, with slight hem- 
orrhage into mediastinum, pericardium and 
pleural cavities. 

Pulmonary edema. 

Hemorrhage into lungs. 

Hypertrophy of heart, hypertensive type. 

Subepicardial and subendocardial hemorrhage, 
both auricles. 

Arteriosclerosis of aorta and of coronary and 
pulmonary arteries, moderate. 

Acute focal myocardial infarction. 


x 


Vol. 226 No. 20 


PATHOLOGICAL Discussion 


Dr. Matrory: At autopsy, the first thing evi- 
dent was that the ascending aorta and arch were 
swollen and bright red. Dissecting gingerly into 
this area, we found a tube filled with partially 
clotted blood and then inside it was another tube 
consisting of the inner half of the aortic wall. The 
dissection was complete from the level of the 
coronary mouths down to the bifurcation of the 
aorta and some distance into each iliac artery; 
it had re-entered the right iliac but not the left. 
There was also dissection some distance down 
the superior mesenteric artery, the adrenal arteries, 
both subclavians, both carotids and a minute por- 
tion of the splenic. 

Dr. Wuite: Not in the coronaries? 

Dr. Matitory: No; we could not make out 
any dissection in the coronaries. There was 
blood around the mouths of both coronaries, but 
in each instance it seemed to be external to the 
wall of the artery. About 3 cm. above the aortic 
cusps was an almost complete transverse tear 
of the aorta. A second tear was also present, run- 
ning almost at right angles to the first one 
down to a point only 3 mm. from the mouth 
of the right coronary artery. There was no 
atheroma in the ascending portion of the aorta 
in the region of the tear. It began in the region 
of the arch and became progressively more severe 
as one passed down ‘to the iliacs. From the 
gross examination, it looked as if the mesenteric 
artery had been definitely occluded by the dissec- 
tion, but the intestines were not infarcted, so that 
if occlusion were ever complete, it could not have 
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been present for any significant period. The cor- 
onary arteries, in contrast, did not seem to be 
occluded, but sections of the myocardium showed 
innumerable small foci of acute necrosis through- 
out the entire left ventricle. There was, in effect, 
almost total infarction. 

Dr. Wuite: That would have to be two days 
old for one to see it? 

Dr. Mattory: Yes; an extremely acute change 
—as yet no leukocytic reaction but a definite 
change in the staining of the muscle fibers, and 
also a slight change in the character of the nuclei 
of the endothelial cells in the immediate region 
of each focus. 

Dr. Bianp: Therefore, the process was there 
when the electrocardiogram was taken. 

Dr. Matiory: Yes. 

There were traces of blood-stained fluid in the 
pericardium and pleural cavities, evidently no 
more than a little oozing through the tissues, 
with no external rupture and no question of 
cardiac tamponade. The greater parts of both 
kidneys were normal. One area of partial in- 
farction was found on the kidney where the tu- 
bules were infarcted, but the glomeruli appeared 
entirely normal. That is a condition that is 
sometimes seen when a critical level of oxygen 
deficit is met with. The kidney tubules are more 
sensitive to anoxemia than the glomeruli, and 
hence it is possible to get differential necrosis of 
tubules without glomerular changes. I think 
the anuria was due to the state of shock and di- 
minished blood pressure. 

Dr. Brann: Was the brain examined? 

Dr. Mattory: No. 
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PROCUREMENT AND 
ASSIGNMENT SERVICE 


Every physician should read the communi- 
cation from Major Sam F. Seeley, director 
of the Procurement and Assignment Service, 
which appeared in the May 2 issue of the 
Journal of the American Medical Association. 
Every physician should return his enrollment 
blank promptly. The demand for doctors in 
the Army is still great. At least 10,000 
more will be needed by the end of the year. 
The Navy will also require more physicians, 
although its need is not so great as that of 
the Army. 

Heretofore, there has been considerable 
delay in answering applications for commis- 
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sions in the Medical Corps of the United 
States Army. This delay and the resulting un- 
certainty have undoubtedly deterred many 
physicians from applying for commissions. 
To overcome this, the Army has adopted a 
new method. 

Beginning about May 15, recruitment 
boards consisting of a medical-corps officer 
and a line officer will be sent into each state 
east of the Mississippi. These boards will 
work in co-operation with the state chair- 
men of the Procurement and Assignment 
Service, securing from them the names of 
physicians, and will then communicate with 
these men, initiate the applications and phys- 
ical examinations, make final decisions, and 
administer the oath of office immediately. 
By this method, a physician can be assigned 
to duty within fourteen days of the time he 
applies and is examined. | 

For the most part, commissions will be 
given in the grade of first lieutenant. The 
great need of the Army at present is for 
battalion and regimental surgeons for serv- 
ice with troops. Applications for commis- 
sions for captain may be granted between 
the ages of thirty-seven and forty-five. 
Above that age, commissions will not be 
granted except in rare instances and for a 
special need. No commissions will be given 
by these boards for affiliated units. 

The Navy will send a medical officer from 
the First Naval District to co-operate with 
the state chairmen of Maine, New Hamp- 
shire, Massachusetts, Vermont and Rhode 
Island, to perform a similar service. 

Physicians will not be commissioned in 
either the Army or the Navy unless they are 
cleared as available by the Procurement and 
Assignment Service. 

The Army and the Navy are doing their 
utmost to cut red tape and make it as easy 
as possible for physicians to receive com- 
missions. Physicians of the First Corps Area 
and Naval District should set an example 
to the rest of the Nation by their willingness 
and promptness to respond to this call. The 
need is great; the response must be prompt. 


= 
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ALCOHOLISM: A MEDICAL 
AND COMMUNITY PROBLEM 


Of the three greatest public-health problems in 
the United States,—tuberculosis, syphilis and 
alcoholism, — only alcoholism has not yet been 
completely accepted as a medical problem. It is 
an endemic condition, however, and its prev- 
alence can be estimated when one recalls that only 
a small proportion of those who drink to excess 
are diagnosed and are receiving treatment. 

Alcoholism is difficult to define, but it is gener- 
ally agreed that a person who uses alcohol to the 
extent of being unable to maintain his position in 
a family, occupational or community group is to 
be considered an alcoholic; such a person presents 
a medical and, particularly, a psychiatric problem. 
The moral aspects of drinking are no longer 
emphasized, but because of the physical and mental 
damage inevitably resulting from prolonged drink- 
ing, alcoholism must be considered a public-health 
problem and handled with the technics of preven- 
tive medicine. 

Acute and chronic alcoholism result in part 
from personal psychologic inadequacy. Thus, in 
addition to individual tolerance and habituation, 
personal factors determine largely why some per- 
sons can drink a given volume of alcohol in a 
given period and suffer no untoward effects, where- 
as others, under the same conditions, demonstrate 
abnormal behavior. These variations appear to be 
conditioned principally by personal experience and 
may be molded by the forces to which the person 
has been exposed as a child and as an adolescent. 
The difficulties encountered before the onset of 
alcoholism may be precipitating factors rather than 
actual causes. 

Generalizations about the causes of acute and 
chronic alcoholism are inconclusive, but the person 
who is unwilling or unable to face the realities of 
life frequently becomes an alcoholic. Such a per- 
son tends to substitute for mature reactions the 
infantile regressive patterns that in childhood 
were expressed in temper tantrums, too prolonged 
bedwetting and other neurotic traits. One of the 
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commonest forms of neurotic behavior is drinking 
to excess. 

Prolonged drinking usually results in some form 
of neuropsychiatric disorder that is often not rec- 
ognized. It may be an avitaminosis, such as 
alcoholic polyneuritis or pellagra caused by faulty 
dietary habits. Delirium tremens may develop, 
or there may be a frank alcoholic psychosis, such 
as Korsakow’s syndrome. Between 1915 and 1935, 
6 per cent of the cases of alcoholism admitted to 
the Boston City Hospital were diagnosed as 
delirium tremens. About 60 per cent of all patients 
admitted to Massachusetts mental hospitals in the 
last twenty-five years gave a history of excessive 
drinking. 

The cost of hospital care of alcoholics is large, 
especially since most of them are cared for without 
charge in institutions supported by states or cities. 
The maintenance of courts for the penal disposition 
of inebriates and the expense of maintaining alco- 
holic addicts in state penal institutions and the 
county houses of correction increase this cost. In 
addition the relief care of their families and de- 
pendents, whose income and earning power have 
been lost, necessitates large local or state appro- 
priations every year. 

There are very few places in Massachusetts 
where alcoholics are welcomed for treatment unless 
they can afford the high costs of private institutions. 
They are not wanted at general hospitals, for the 
most part, and if received at all, are cared for 
only during the acute phases of their condition or 
sent in presumably for observation or study. They 
are not accepted at state mental institutions unless 
they are suffering from alcoholic psychoses or 
equally severe mental illnesses in which alcoholism 
plays a part. Few private physicians are equipped 
by training to treat alcoholic patients, and private 
psychiatrists are reluctant to accept them, for they 
are usually not co-operative or are resistant to 
treatment. There are a few small hospitals, such 
as the Washingtonian Hospital in Boston, where 
they can receive therapy. 

In the treatment of acute or chronic alcoholism, 
when the patient’s physical condition has been 
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improved by rest, the administration of sedative 
and analgesic drugs to relieve nervous tension, the 
restoration of fluids, dietary readjustment and such 
specific measures as are appropriate, psychotherapy 
should be attempted. The first requisite is that the 
patient express a desire to overcome the habit and 
agree to co-operate with the therapist. Complete 
abstinence from alcoholic beverages is an absolute 
necessity. The aim of psychotherapy is to review 
the past history, to bring into focus the factors that 
have built up the drinking habit, and to help the 
patient to reorganize his life on the basis of total 
abstinence from drinking. Boredom and social 
inadequacy, which often play a large part in the 
temptation to drink, can be partially remedied 
with thought and planning. 

In Massachusetts, facilities for treating indigent 
alcoholic patients are sorely needed, and should be 
made available through clinics and in general hos- 
pitals. Clinics operated with the aim of preventing 
secondary neurologic and psychiatric complications 
should be established in connection with the in- 
stitutions at present administered by the Depart- 
ment of Mental Health. These clinics cannot be 
established without a concurrent educational pro- 
gram, in which federal, state and local authorities 
should participate. This program might be similar 
to the one that has been so effective in directing 
attention to syphilis as a public-health problem. 
The clergy, the press and progressive physicians 
can be very effective in promoting co-operation 
between alcoholic patients and the organizations 
that can aid them. 


IN MEMORIAM 


NORMAN PAUL HERSAM 
1884—1942 


Norman Paul Hersam was born in Stoneham 
fifty-seven years ago. He graduated from the 
Stoneham High School, the University of Cali- 
fornia and Harvard Medical School. He interned 
at the Providence City Hospital and took post- 
graduate work in plastic surgery at the Massachu- 
setts General Hospital. He then practiced medi- 
cine in his own town until his death, living on 
the Street named after his grandfather. _ 
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Dr. Hersam was school physician in Stoneham 
for over twenty years, and at the time of his 
death he was a censor in the Middlesex East Dis- 
trict Medical Society. He was a fellow of the 
American Medical Association and was on the 
staffs of the Choate Memorial Hospital in Woburn 
and the Winchester Hospital. 


Dr. Hersam had many hobbies. He loved fine 
music and had the skill of a concert pianist. He 
was an artist of great talent, and his home is 
adorned by many of his paintings. His skill at 
woodcraft was widely known; he carved many 
objects and made many violins that were noted 
for their beautiful tones. To know Dr. Hersam 
intimately was to cherish a friendship everlasting. 


Be It Resotvep: That the members of the Mid- 
dlesex East District Medical Society by his death 
on January 15, 1942, have lost a beloved and 
respected associate and one who at all times car- 
ried the highest standard of ethics and clean 
living; and 

Be Ir Furruer Resorvep: That a copy of these 
resolutions be spread upon the records of the 
society and that the secretary be directed to send 
a copy to his wife, Mrs. Maybelle Jane Hersam, 
and to the New England Journal of Medicine. 


Josep H. Kerrigan, M.D. 
Ricuarp W. Sueeny, M.D. 


MEDICAL EPONYM 
Pacet’s Disease (Osteitis DeForMANs) 


Sir James Paget (1814-1899), Bart. D.C.L., 
LL.D., F.R.S., consulting surgeon to St. Bartholo- 
mew’s Hospital, read a paper “On a Form of 
Chronic Inflammation of Bones (Osteitis De- 
formans)” in 1876 before the Royal Medical and 
Chirurgical Society of London. It appears in the 
Medico-Chirurgical Transactions (42:37-63, Lon- 
don, 1877). A portion of the text follows: 


The disease affects most frequently the long bones of 
the lower extremities and the skull, and is usually sym- 
metrical. The bones enlarge and soften, and those 
bearing weight yield and become unnaturally curved 
and misshapen. The spine, whether by yielding to the 
weight of the overgrown skull, or by change in its 
own structures, may sink and seem to shorten with 
greatly increased dorsal and lumbar curves; the pelvis 
may become wide; the necks of the femora may be- 
come nearly horizontal, but the limbs, however mis- 
shapen, remain strong and fit to support the trunk. 

In its earlier periods, and sometimes through all its 
course, the disease is attended with pains in the af- 
fected bones, pains widely various in severity and va- 
riously described as rheumatic, gouty, or neuralgic, not 
especially nocturnal or periodical. It is not attended 
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with fever. No characteristic conditions of urine or 
faeces have been found in it. It is not associated with 
syphilis or any other known constitutional disease, un- 
less it be cancer. 


In three out of the five well-marked cases that I have - 


seen or read of cancer appeared late in life; a remark- 
able proportion, possibly not more than might have 
occurred in accidental coincidences, yet suggesting 
careful inquiry. 


R. W. B. 


MASSACHUSETTS MEDICAL SOCIETY 


OFFICE OF THE SECRETARY 


The following letter, which should be of interest 
to all members of the Massachusetts Medical 
Society, was recently received from J. W. Hollo- 
way, Jr., director of the Bureau of Legal Medicine 
and Legislation of the American Medical Asso- 
ciation. 


A. Ticue, Secretary 


* * * 


To THE SECRETARIES OF THE STATE MEDICAL ASSOCIATIONS! 


The Senate Committee on Military Affairs has reported 
H.R. 4476 to the Senate with the recommendation that 
it pass. 

The first section of the bill, as reported, reads, in part: 


Be it enacted by the Senate and House of Represen- 
tatives of the United States of America in Congress 
assembled, That the Secretary of War be, and hereby 
is, authorized out of any moneys available for the 
War Department . . . to provide for the employment 
of interns who are graduates of or have successfully 
completed at least four years’ professional training in 
reputable schools of medicine or osteopathy in the Medi- 
cal Department, at not to exceed $720 per annum. 


This authorization will represent permanent legislation. 
It does not make it mandatory that the War Department 
select interns from osteopathic schools and if the present 
high standards are maintained in the Medical Department, 
no such appointments will be made. The authorization, 
however, does constitute to a certain extent a Congres- 
sional viewpoint that osteopaths will construe as a rec- 
ognition of their competency to serve in the Medical Corps 
of the Army. This implication will be pointed out by 
the osteopaths not only in connection with any future 
Congressional demands they make but also in connection 
with state legislation that they may sponsor. 

For the foregoing reasons, it is important that state 
medical associations urge their senators to eliminate so 
much of the authorization from the bill as is under- 
scored. If the underscored language be eliminated, the 
War Department will still be authorized to employ interns 
and may exercise full discretion in their selection. 


Sincerely yours, 
J. W. Hottoway, Jr. 


MASSACHUSETTS MEDICAL SOCIETY 
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COMMITTEE ON MATERNAL WELFARE 
Case History: DIABETES IN PREGNANCY 


A thirty-year-old multipara who was seven 
months pregnant arrived at the hospital in active 
labor and in diabetic coma. Two previous preg- 
nancies had been normal, with living children, 
and a third had resulted in a stillbirth. The pa- 
tient was known to have had diabetes for four 
years; during this particular pregnancy, however, 
she had had no prenatal care, nor had she seen a 
physician for her diabetes. Besides the diabetes, 
the pregnancy was complicated by an “inflamma- 
tion of the right leg,” which may or may not have 
been a phlebitis. The patient arrived at the hos- 
pital at 3:45 a.m. Five minutes later, she deliv- 
ered herself of a stillborn infant, and in spite of 
insulin and intravenous glucose to combat the 
coma, she did not regain consciousness and died 
about twenty hours after delivery. 


Comment. It is unfortunate that details of the 
history are entirely lacking, but it is very evident 
that the pregnancy aggravated the diabetes, which 
was the direct cause of death. The modern treat- 
ment of diabetes in pregnancy requires very con- 
Patients with mild 
diabetes are unstable during pregnancy; those with 
severe diabetes are extremely unstable. Labor at 
seven months with a stillborn infant is not at all 
infrequent in diabetic patients, even those under 
excellent medical care. 

Patients with diabetes may begin a pregnancy 
with perfect confidence so far as their own survival 
goes; not so with the babies. Modern treatment 
has decreased the infant mortality in diabetic 
mothers very materially, but miscarriages, prema- 
ture labors and dead babies do occur, and occa- 
sionally patients go to term and deliver them- 
selves of stillborn infants. 

The death in the case presented is attributable 
solely to the patient herself, who consulted no 
physician during her pregnancy. Had she been 
under good medical care, that is, under specialized 
diabetic care, she certainly would not have lost 
her life, and it is very possible that the baby would 
have survived. 


DEATHS 


HIGGINS — James H. Hiceins, M.D., of Marston's 
Mills, died April 7. He was in his seventy-second year. 

Born in Marshfield, Missouri, Dr. Higgins received his 
degree from the College of Physicians and Surgeons, Bos- 
ton, in 1894. He was formerly town and school physician 
for the town of Barnstable, and a member and chairman 
of the Barnstable Board of Health. He was a former 
president and secretary of the Barnstable District Medical 
Society, and a fellow of the Massachusetts Medical Society 
and the American Medical Association. 

His widow, two sons and three daughters survive him. 
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RODRICK — Avsert F. Roprick, M.D., of Beverly, died 
April 30. He was in his seventieth year. 

Dr. Rodrick received his degree from Tufts College 
_ Medical School in 1901. He was a former member of the 
Massachusetts Medical Society and the American Medical 
Association. 

He is survived by two sons and two sisters. 


SISE—Lincotn F. Sise, M.D., of Brookline, died 
April 28. He was in his sixty-eighth year. 

Born in Medford, Dr. Sise received his degree from 
Harvard Medical School in 1901. He was visiting anes- 
thetist of the Boston City and Long Island hospitals, 
clinical assistant in anesthesia at Harvard Medical School 
and lecturer on anesthesia at Tufts College Medical School, 
and for many years, preceding his retirement three years 
ago, was the chief anesthetist at the Lahey Clinic. He was 
a member of the American Society of Anesthetists, and 
a fellow of the Massachusetts Medical Society and the 
American Medical Association. 

He is survived by his widow, two sons and three grand- 
children. 


SWIFT — Wa ter B. Swirt, M.D., of Boston, died 
May 2. He was in his seventy-fifth year. 

Born in Geneva, Switzerland, Dr. Swift received his de- 
gree from Harvard Medical School in 1907. Dr. ‘Swift 
specialized in the treatment of nervous diseases, particu- 
larly speech defects. He was formerly associated with the 


Boston City Hospital, Tufts College Medical School and, 


the Boston State Hospital. He was a fellow of the Mas- 
sachusetts Medical Society and the American Medical 
Association. 

He is survived by his widow and two daughters. 


WATSON — Francis S. Watson, M.D., of South Dart- 
mouth, died May 5. He was in his eighty-ninth year. 

Born in Milton, Dr. Watson received his degree from 
Harvard Medical School in 1879. After an internship at 
the Massachusetts General Hospital, he studied abroad 
and then began the practice of surgery in Boston. During 
his career, he was associated with the staffs of the Boston 
City, Children’s and Carney hospitals and the Boston Dis- 
pensary, having been surgeon-in-chief at the Boston City 
Hospital from 1906 to 1910. Specializing in genitourinary 
surgery, Dr. Watson was, for many years, in charge of 
this department at the Harvard Medical School and at one 
time was president of the American Association of Genito- 
Urinary Surgeons. He was honorary president of the In- 
ternational Urological Society, and was a member of the 
Massachusetts Medical Society and the American Medical 
Association. 


His widow survives him. 


WAR ACTIVITIES 
CIVILIAN DEFENSE 


State Hospirat OFFICER 


Appointment of a state hospital officer as an official of 
Emergency Medical Service has been recommended by the 
Medical Division of the United States Office of Civilian 
Defense for densely populated states in the target areas. 
These areas are principally in the First, Second, Third, 
Fourth, Eighth and Ninth defense regions. 


The principal function of the hospital officer will be the 
planning of emergency base hospitals for the reception of 
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civilian casualties and other hospital evacuees. An official 
memorandum sets forth his duties as follows: 


. To survey the hospitals throughout the state (ex- 
cluding those in the exposed cities), to determine 
how many beds can be put into immediate use in 
emergency with existing kitchen, laundry, sanitation 
and other engineering facilities 


(2) By clearing patients to their homes. 

(4) By restricting admissions. 

(c) By use of rooms not normally used for patients. 

(d) By rehousing medical and nursing staff and 
other hospital personnel outside the hospital. 

(e) By use of neighboring buildings (schools, ho- 
tels and so forth) for patients (or staff). 

(f) By extra bed accommodation in temporary 
structures erected on available grounds adja- 
cent to the hospital. 


. To assist in designating, for each casualty hospital 
or group of hospitals in each exposed city, 


(a) The line of evacuation to the base. 

(5) The transport arrangements. 

(c) The emergency base hospitals provisionally al- 
lotted to each casualty unit. 


3. To keep constantly informed of the bed state of 
every hospital in his area by weekly returns, 


> 


. To advise the Office of Civilian Defense, through 
the regional medical officer, on the need for provid- 
ing additional accommodations, for example, by 
temporary construction or by converting convalescent 
homes, hotels, school dormitories or other struc- 
tures into hospitals. 


5. To report to the regional medical officer of the 
Office of Civilian Defense any exceptional conditions 
requiring action (for example, matters beyond state 
boundaries, or required by the needs of the military 
situation) and to forward to him copies of a month- 
ly summary report on the state’s emergency hospital 
program. Where a hospital outside a state boundary 
is readily accessible for the reception of casualties 
from an exposed city, this fact should also be noted. 


nN 


. To maintain constant touch with the other service 
departments of the state defense council (for exam- 
ple, evacuation and so forth). 


7. To supervise the distribution of medical and hos 
pital supplies under the direction of the state ci- 
vilian defense property officer and report any threat- 
ened deficiency to the regional medical officer. 


8. To supervise staff arrangements for emergency base 
hospitals and for reception areas. 


9. To control movements of medical and nursing 
staff, as well as of casualties, in any situation af- 
fecting emergency base hospitals. 


The hospital officer must work in close collaboration 
with the state evacuation authority, the memorandum 
points out. In addition, he may find it necessary to collab- 
orate with the state officer in charge of institutions for the 
care of mental patients, if such hospitals are to be used as 
emergency’base hospitals for the reception of casualties and 
other patients evacuated from urban hospitals. Transport 
arrangements are to be handled in collaboration with the 
evacuation authorities of the state and the military 
authorities of the area. 


| 
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MEDICAL AND SURGICAL RELIEF 
COMMITTEE OF AMERICA 


The Medical and Surgical Relief Committee of America 
will distribute literature concerning its nation-wide activi- 
ties and sell its official emblem at the forthcoming con- 
vention of the Massachusetts Medical Society on May 26 
and 27. 


Since America’ entered the war, the committee has been 
furnishing medical and surgical supplies to emergency 
field stations, needy hospitals and other recognized relief 
agencies throughout the country. One hundred and forty- 
four emergency medical field sets have been supplied to 
defense officials in potential target areas in twenty-five 
states; of these, Massachusetts has so far received fourteen. 

The following Boston physicians are affiliated with the 
committee: Dr. John D. Adams, Dr. Fuller Albright, Dr. 
Arthur W. Allen, Dr. Bennett F. Avery, Dr. Ralph S. 
Banay, Dr. P. F. Butler, Dr. Richard B. Cattell, Dr. Sara 
M. Jordan, Dr. Frank H. Lahey, Dr. C. H. Lawrence, Dr. 
Ralph D. Leonard, Dr. Philip E. Meltzer, Dr. Valy Men- 
kin, Dr. Harris P. Mosher, Dr. Abraham Myerson and 
Dr. Paul Dudley White. Other Massachusetts physicians 
include Dr. Hilbert F. Day, of Cambridge, and Dr. Fran- 
cis W. Palfrey, of South Duxbury. 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR MARCH, 1942 


DISEASES MarcH Marcu Five-YEAR 


1942 1941 Averace® 

Anterior poliomyelitis ............. 0 1 0 
Dysentery, bacillary .............. 0 3 13 
German measles 1184 147 101 
Meningitis, meningococcal ........ 27 10 12 
Meningitis, other forms............ 25 

2791 1349 1101 
Paratyphoid infections ............. 0 3 5 
Pneumonia, lobar ................ 517 369 665 
Tuberculosis, pulmonary .......... 285 285 281 
Tuberculosis, other forms.......... 17 27 32 
Whooping cough ................. 1007 969 1034 


*Based on figures for preceding five years. 


GEOGRAPHICAL DISTRIBUTION OF CERTAIN DISEASES 


Anthrax was reported from: Boston, 1; Haverhill, 2; 
total, 3. 

Diphtheria was reported from: Adams, 1; Boston, 2; 
Fall River, 2; Lowell, 2; Medford, 1; Somerville, 2; Spring- 
field, 2; West Brookfield, 1; Wrentham, 3; total, 16. . 

Encephalitis, infectious, was reported from: Belmont, 1; 
Boston, 1; Pittsfield, 1; total, 3. 

Meningitis, meningococcal, was reported from: Ashby, 
1; Boston, 6; Brookline, 2; Cambridge, 1; Camp Edwards, 
1; Canton, 1; Chelsea, 3; Fall River, 1; Lowell, 1; Marl- 
boro, 1; Melrose, 1; Milford, 1; North Adams, 1; Spring- 
field, 2; Quincy, 1; Worcester, 3; total, 27. 

Meningitis, other forms, was reported from: Boston, 1; 
Brockton, 3; Cambridge, 1; Canton, 1; East Bridgewater, 
1; Gloucester, 1; Hampden, 1; Holyoke, 2; Lawrence, 1; 
Lexington, 1; Lowell, 1; Medfield, 1; Needham, 1; North- 
ampton, 1; Quincy, 1; Revere, 2; Salem, 1; Somerville, 1; 
Springfield, 1; Watertown, 1; Wellesley, 1; total, 25. 

Septic sore throat was reported from: Boston, 12; Brock- 
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ton, 1; Cambridge, 3; Marlboro, 1; Medford, 2; Merrimac, 
1; Millbury, 1; Newburyport, 2; Northampton, 2; Quincy, 
1; Stoneham, 1; Waltham, 1; Worcester, 3; total, 31. 
Tetanus was reported from: Haverhill, 1; total, 1. 
oo was reported from: Boston, 2; Wakefield, 1; 
total, 3. 
Typhoid fever was reported from: Boston, 2; total, 2. 
Undulant fever was reported from: Greenfield, 1; Ux- 
bridge, 1; total, 2. 


Typhoid fever and tuberculosis, other forms, struck 
record-low incidences this month. 

Anterior poliomyelitis, bacillary dysentery, paratyphoid 
fever, undulant fever, whooping cough and lobar pneumo- 
nia were reported at figures below the five-year averages. 

Dog bites reached a record-high figure this month. 

Mumps, following a month’s drop from record figures, 
is again reported at record-high incidence. 

Chicken pox, diphtheria, German measles, meningo- 
coccal meningitis, scarlet fever and pulmonary tuberculosis 
were reported at figures above their five-year averages. 

Cases of animal rabies were reported in Tewksbury and 
Burlington, maintaining the focus in the northeastern sec- 
tion of the State (Middlesex County). 


VICE-PRESIDENT OF PHARMACEUTICAL 
FIRM DIES 


Malcolm Galbraith, vice-president and director of sales 
of the Upjohn Company, died April 10 in Kansas City. 
Mr. Galbraith was born in Bowmanville, Ontario, Canada, 
October 23, 1876. He received his bachelor of pharmacy 
degree at Ontario College of Pharmacy in 1898, entering 
the drug business in Ontario the same year. He later be- 
came a naturalized citizen of the United States. In 1909, 
he left the H. K. Mulford Company, of Philadelphia, to 
join the Upjohn Company. In October, 1929, he was 
elected to the board of directors and named director of 
sales. He was made vice-president of the company in 
May, 1936. 


NOTES 


Four promotions at the Harvard Medical School, ef- 
fective July 1, were recently announced. Dr. John H. 
Mueller, associate professor of bacteriology and immunol- 
ogy, has been named professor of bacteriology and im- 
munology; he will take charge of the department at the 
Medical School and also at the School of Public Health. 

The following men were named to associate professor- 
ships: Dr. Fuller Albright, now assistant professor of 
medicine; Dr. Allan M. Butler, now assistant professor 
of pediatrics; and Dr. Hiram H. Merritt, now assistant 
professor of neurology. In addition, Dr. Frederick J. 
Stare has been appointed assistant protessor of nutrition, 
effective July 1. 


Dr. William Dameshek, assistant professor of medicine 
at Tufts College Medical School, was recently appointed 
professor of clinical medicine. 


The Committee on Faculty of Middlesex University re- 
cently announced the appointment of two new full-time 
teachers to the faculty of the School of Medicine, for the 
school year starting July 1, 1942. Dr. Fritz Schweinburg 
has been appointed professor of bacteriology. Born in 
Vienna, Dr. Schweinburg received his medical degree 
from the University of Vienna in 1908, served as assistant 
pathologist under Professor Sternberg till 1910 and as 
temporary head of the Department of Medicine at the 
Rudolfspital in Vienna until 1916. During World War ], 
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he served in the Austrian army as head of an epidemic 
hospital, and then became a member of the staff of the 
Pasteur Institute of Vienna and head of that institution 
from 1934 to 1938. Dr. Peter Gruenwald has been made 
assistant professor of histology and embryology. Born in 
Bohemia, Dr. Gruenwald received his medical degree 
from the University of Vienna in 1936, and was associated 
with the histological department of the university until 
he came to the United States in 1938. 


CORRESPONDENCE 


PROTECTION FOR PHYSICIANS 
IN THE ARMED FORCES 


The following sentences made the last two paragraphs 
of my presidential report read at the annual meeting of 
the Middlesex South District Medical Society on April 22, 
1942, and I hope that the ideas contained in them may 
help others: 


Your officers are very much aware of the fact that 
this is a war year and that many of our fellows are 
young and in good health and so are privileged to serve 
their country conspicuously, as we all should be glad 
to do. We wondered if some kind of round robin 
pledge to those in service could be sent from us who 
remain at home concerning our attitude in regard to 
the patients of those who go, but after talking with 
many members of our society, we decided against 
such action. We can assure those who go that it is the 
general desire that they will find loyal patients and 
consultants when they return to civil life. We believe 
that this will best be accomplished if those who go into 
the service make definite arrangements for the referral 
of patients from their homes or offices to a doctor or 
group they trust so that their patients will be cared for 
in an approved way and returned to them on their re- 
turn to practice. 

Finally, it is the hope and desire of your officers 
that if during the war any crisis, financial or otherwise, 
arises in the family of the doctors who serve away 
from home, that the family will let the president of 
this their medical Society know promptly, for your of- 
ficers know ways of helping and pledge themselves to 
investigate and help quickly. Later I hope to write 
this desire of ours to each one individually. 

Hixsert F. Day, President 
Middlesex South District Medical Society 


412 Beacon Street 
Boston 


“AMERICAN INSTITUTE 
FOR PSYCHOANALYSIS” 


To the Editor: In an editorial entitled, “American In- 
stitute for Psychoanalysis,” published in the April 16, 
1942, issue of the Journal, several statements are made 
which we feel ought to be answered. The editorial re- 
ters to the fact that a group of members and students of 
the New York Psychoanalytic Society and Institute _re- 
signed within the last year as a protest against what they 
termed “dogmatism in psychoanalytic education” and es- 
tablished an Association for the Advancement of Psycho- 
analysis and an American Institute for Psychoanalysis. At 
the same time, they emphasized the difference between 
what they termed “classical” and “non-classical” training 
in psychoanalytic theory and practice. 

In reply to the announcement of this group, the New 
York Psychoanalytic Society and Institute emphasized, 
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among other things, that its records showed “that dif- 
ferences in theoretical and technical viewpoints were not 
the issue which led to these resignations,” but “they oc- 
curred only because, within the Institute as a whole, the 
dissident group violated academic freedom by attempting 
to maintain an exclusive influence on the education of a 
small group of students” and “this could not be per- 
mitted.” 

In the editorial, it is stated that “a justifiable criticism of 
some psychoanalysts of the Freudian school or of some 
of the psychoanalytic societies is that they insist on the 
orthodoxy, the incontrovertible correctness of Freud’s 
fundamental concepts.” We would like to emphasize that 
such a statement is not borne out by what we know of 
the scientific and historical development of psychoanalysis. 

Freud’s work cannot be understood unless its progress 
is followed through his various publications, thus obtain- 
ing a coherent picture, as in all the fundamental sciences, 
of the evolution of psychoanalysis from its early begin- 
nings. The alleged changes in psychoanalysis, as empha- 
sized by its opponents, have not overthrown the original 
concepts and discoveries, for what has taken place is es- 
sentially a new development or viewpoint as fresh terri- 
tories are explored through accumulating clinieal experi- 
ences. 

A few statements will help to clarify our attitude. For 
instance, an editorial preface to the English translation of 
Freud’s Collected Papers states: “. . . his [Freud’s] path 
lay through a jungle hitherto completely unexplored. 
Rarely did his path follow a straight line for long: devia- 
tions, detours, fresh departures were often necessary, and 
occasionally even the retracing of his steps.” One of 
Freud’s most important modifications concerned his 
changed attitude on the importance of sexual traumas in 
childhood, since he discovered that it was not necessary 
for them to be actual experiences, but might be in many 
instances related only to the fantasies of the individual. 
In a paper published in 1905, entitled “My Views on the 
Part Played by Sexuality in the Aetiology of the Neu- 
roses,” he emphasized that, as a result of more extensive 
clinical experience, he was able to correct the most 
momentous of his early errors, thus necessitating a change 
in the conception of the mechanisms of hysterical symp-’ 
toms. 

Furthermore, in Freud’s revision of the anxiety problem 
in 1926, which is so important for an understanding of 
the neuroses, he again showed that he was not an en- 
trenched advocate of scientific dogmatism. For instance, 
he states, “Anxiety causes the repression, and not, as I 
earlier stated, the repression the anxiety.” In his Auto- 
biography, too, he writes, “The science of psychoanalysis 
is seldom able to deal with a problem completely, but 
it seems destined to give valuable contributory help in a 
large number of regions of knowledge.” 

These changing viewpoints of Freud, in both theory and 
technic, took place under the pressure of widening and 
deepening experience, and the attitudes of both Freud and 
the psychoanalysts of the Freudian school are free from 
dogmatism and show a willingness to change theories in 
the light of broadening knowledge. Many of these analysts 
have introduced new technics as modifications of the orig- 
inal basic theories. 

The viewpoints of this dissident group do not appear to 
us as revolutionary as many uninformed persons might 
be led to believe; consequently, their insistence on the 
dogmatism of the so-called orthodox Freudians will not 
bear critical investigation. 

We should also like to draw your attention to an edi- 
torial in the September 21, 1939, issue of the Journal, en- 
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titled “The Organization and Development of the Psy- 
choanalytic Association,” on the occasion of the publica- 
tion of the Bulletin of the American Psychoanalytic Asso- 
ciation, which states in part: “It shortly became evident that 
meticulous training ip psychoanalysis was essential to an 
adequate understanding of this method of treatment. In 
view of this, the association gradually altered its struc- 
ture to become a federation of local psychoanalytic so- 
cieties, each local society admitting only physicians with 
adequate training... . 

The American Psychoanalytic Association has set a high 
standard of organization. Through the local societies 
it exerts a wide influence. It is to be congratulated not 
only on the standards it has set but also on the care that 
has been used in selecting members. The first number 
of its bulletin, giving the details of the organization, 
is a valuable historical document.” 

We can only hope that the American Psychoanalytic 
Association will continue with its high standards in the 
selecting and training of its members. Perhaps the or- 
ganization of a secessionist group is in itself a proof of 
how high the standards actually are. 


Isapor H. Coriat, M.D., President 
Boston Psychoanalytic Society 


M. Kaurman, M.D., Chairman 
Educational Committee, Boston Psychoanalytic Institute 


REPORT OF MEETING 


GREATER BOSTON MEDICAL SOCIETY 


A regular meeting of the Greater Boston Medical So. 
ciety was held at the Beth Israel Hospital on January 6, 
with Dr. Samuel Gargill presiding. Dr. Alan F. Gutt- 
macher, of Johns Hopkins University School of Medicine, 
discussed “Spontaneous Abortions and Malformed Chil- 
dren: What can be done about them?” 

The speaker first considered causes of abortions and 
what may be done to ease the incidence. The 
amount of physical exertion allowed by physicians is 
variable, but Dr. Guttmacher permits any activity to 
which the patient is accustomed. The only restriction is 
on long automobile rides during the first sixteen weeks, 
but such trips by other methods are not forbidden. This 
taboo, which is admittedly a throwback to the days of 
poor automobiles and rough roads, probably has no 
sound basis in the present era. An inherent germ-plasm 
defect is the most commonly recognized cause of abor- 
tions of the spontaneous variety. Here there is nothing 
to save. There may be an abnormal embryo or 
trophoblast, or both, or any degree of the combination. 
The spontaneous abortions from this cause have been 
variously estimated from 75 to 85 per cent. 

The course of most abortions is fairly constant. There 
is a normal growth for several weeks before the fetus 
fails to develop; then it dies, and is passed several weeks 
later. The last episode probably takes place about six 
weeks after death, which means that the pathologic ovum 
lives but a relatively short time. Abortions in normal 
fetuses usually occur later. Failure to be fertilized or to 
develop normally is common to all mammalian ova. It 
has been estimated that in monkeys there are 24 per 
cent more corpora lutea than embryos, and that there is a 
35 per cent loss in the opossum. Usually, a germ-plasm 
defect causes this failure of fertilization. Possible causes 
suggested by analogy include: defective genes or 
chromosomes, or both, for it is known that all mammals 
have defective genes but that the results are apparent 
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only if sperm and ovum have the same defect; faulty 
intrauterine mechanism, for many factors are essential to 
the implantation of the ovum and the setting up of 
adequate nutrition; and improper intrauterine environ- 
ment in the form of oxygen, hormones and vitamins. 
The causes of abortion in nonpathologic ova are also 
multiple: placental abnormalities, such as complete 
placenta membranacea, placenta previa and premature 
separation; maternal diseases, especially of the toxic variety, 
but these and tuberculosis and syphilis are likelier to 
cause premature labor; endocrine dyscrasias, especially 
a lack of progesterone; laparotomies, especially if a pelvic 
operation is undertaken, and here the use of heavy seda- 
tion, with morphine and large amounts of progesterone, 
is helpful; defects of the regenerative organs, but such 
conditions are apter to cause sterility than abortions, and 
the role of fibroids is certainly overrated; and psychic and 
physical trauma, which are usually not serious if the fetus 
is healthy, but may hurry an inevitable event or may be 
a coincidence. 

It becomes apparent that the proper treatment of threat- 
ened or incipient abortions should be based on a knowl- 
edge of whether an ovum is healthy or diseased. Such 
facts, however, are not easily obtainable. Dr. Rutherford, 
at the Boston Lying-in Hospital, has made suction biopsies 
of bleeding patients and found that if necrotic deciduum 
is obtained abortion cannot be prevented by any means, 
whereas there is a 50 per cent chance of survival on ex- 
pectant treatment if the biopsy is normal. Bleeding is con- 
sidered an important symptom, but it was not until re- 
cently that it was learned that 21 per cent of normal preg- 
nant women stain during the first twenty-eight weeks. 
There was no characteristic difference in the bleeding, ex- 
cept that the passing of clots and the presence of uterine 
cramps were noted in only one of those who did not 
abort, whereas these findings were common in those who 
aborted. Vomiting may prove a valuable prognostic aid, 
for those who eventually aborted had only half the nausea 
and vomiting experienced by the control patients. Hor- 
monal studies on prolan and pregnanediol levels are of 
no importance unless there is a consistently negative Fried- 
man test and repeated quantitative determinations are 
made. The constantly increasing size of the uterus is a 
good sign, whereas a decrease in the size of the breasts 
and a loss of weight in the presence of a good appetite 
after the fourth month are bad omens. 

Treatment varies with the symptoms. For staining, 
rest and abstinence from coitus for two weeks are advised. 
With frank bleeding, bed rest is demanded, as well as 
vitamin E and progesterone. Examination for a local 
cause is carried out after one week, and it is usually pos- 
sible after ten days to predict the outcome. The absence 
of nausea and vomiting is considered an unfavorable sign, 
and no treatment is given except advice unless the pa- 
tient demands it. The onset of cramps requires immediate 
hospitalization, for the event is then about twenty-four 
hours away. If the cervical os is open, immediate dila- 
tation and curettage are carried out. All products should 
be saved at all costs, both to determine the totality of the 
abortion and to evaluate the viability of the fetus, so that 
advice may be given for future pregnancies. If the ovum 
is abnormal, a new attempt at conception is suggested in 
two weeks. Thyroid extract is administered for a few 
weeks if the basal metabolic rate is depressed, for this may 
stimulate the hormonal system and foster better intra- 
uterine conditions. If the ovum is normal, the patient 
should be thoroughly examined and put in the best pos- 
sible condition. It is then advised that conception should 


i 


840 


not be attempted for a six-month interval, to allow for a 
correction of the unknown cause. The condition of the 
husband is considered of little importance. 

Abortions should not be considered habitual unless 
there are more than three successive ones, because any less 
than that number may be merely on the law of averages 
. or from random causes. There is a high incidence of 
spontaneous cures among the cases with random causes, 
which comprise by far the largest group. Less than | per 
cent of cases occur in women who have had more than 
three abortions. And in this group, there are few if any 
tested cures. In the treatment of threatened abortion in 
suspected patients, bed rest is vital. In addition, the ad- 
ministration of progesterone may be started four weeks 
before the time of the anticipated abortion and continued 
until four weeks from term. Antuitrin may be employed 
in the hope of perpetuating the existing corpus luteum. 

Congenital malformations seem to be related to germ- 
plasm abortions and sterility, for they are all considered 
evidence of regenerative inefficiency. These malformations 
often follow a long period of sterility or a recent abortion. 
Furthermore, there is a high incidence of abnormal off- 
spring in pregnancies in which threatened abortion has 
been treated with progesterone. The wisdom of such thera- 
py is therefore again questioned. 

The discussion was opened by Dr. Harold Rosenfield, 
who is still very cautious in the prenatal restriction of his 
patients because of the danger of criticism in the event of 
an abortion. When staining occurs, he advises complete 
bed rest until two days have passed without any show 
and carries out other measures, such as the administration 
of hormones and wheat-germ oil. In the prophylaxis of 
abortions, he has found that 35 per cent may be attributed 
to defective sperm, and he studies the husband, especially 
from the standpoint of fatigue. 

Dr. Arthur Hertig, in discussing habitual abortions, 
stated that this is apparently not a different group, for 
there is the same variety of causes as in any group. But 
any given habitual aborter is prone to repeat the same 
complex. He has never seen an abortion caused by trauma. 
The causes of abortion are 70 per cent fetal, 46 per cent 
being accounted for by true “blighted ova.” A study of 
embryos as early as the eleventh day of gestation indicates 
that about 50 per cent of all ova are pathologic, so that 
many blighted ova may merely pass out with the next 
menstrual period, which may be slightly late and profuse. 
Bleeding at the time of implantation may simulate the 
first missed period and confuse calculations. 

Dr. Robert Rutherford stressed the effect of circumval- 
late placenta in the production of abortion; this is the 
commonest cause of midtrimester miscarriage. Proges- 
terone is of no therapeutic value. Intense therapy with 
this hormone may serve to keep a pathologic ovum in the 
uterus for the entire nine months, with the real danger 
of degeneration into a hydatidiform mole. Such patients 
may even retain the products of conception after a thera- 
peutic dilatation and curettage, and thus fail to resume 
the normal cycle. 

Dr. Saul Berman suggested that some male factor is re- 
sponsible in early 70 per cent of the cases. He raised the 
question whether vitamin E is carcinogenic. He consid- 
ers the study of the husband and of the thyroid gland to 
be essential in cases of habitual abortion. 

In conclusion, Dr. Guttmacher stated that although 
the male factor may be a cause in well over 50 per cent 
of cases of sterility, he does not believe it to be of signifi- 
cance in germ-plasm abortions. 
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Abdominal Surgery of Infancy and Childhood. By Wil- 
liam E. Ladd, M.D., and Robert E. Gross, M.D. 4°, cloth, 
455 pp., with 268 illustrations and 39 tables. Philadelphia: 
W. B. Saunders Company, 1941. $10.00. 


This book gives the record of an era in surgery. Dur- 
ing the last twenty-five years, pediatricians and surgeons 
have co-operated to reduce the mortality in many diseases 
of infancy and childhood that can be cured by surgery. 
The results are given here in actual figures and are an 
achievement of first magnitude. The book is a master- 
piece of orderliness and simplicity, and this enables the 
reader to understand, with a minimum of effort, the 
basic principles underlying each disease. 

The conditions dealt with are surgical affections of the 
abdomen and genitourinary tracts. As the authors empha- 
size, it is not fitting that one consider the infant a small 
adult, for in the category of congenital diseases no counter- 
part is found in older patients. Furthermore, in diseases 
common to young and old alike, a reduction of mortality 
in the former has been possible only by methods other 
than those used for the older group. Surgeons who deal 
with infants and children must therefore adopt a different 
set of standards for such patients, and this book is a most 
excellent guide to exact diagnosis and proper therapy. 

The very striking record at the Children’s Hospital in 
the treatment of appendicitis in childhood makes this 
chapter alone worth the price of the book. The surgeon, 
pediatrician and general practitioner will all find the book 
of value in their practice. 


The Man Who Lived for Tomorrow: A biography of 
William Hallock Park, M.D. By Wade W. Oliver, M.D. 
8°, cloth, 507 pp., with 1 portrait. New York: E. P. Dut- 
ton and Company, Incorporated, 1941. $3.75. 


This biography of the pioneer leader in bacteriology as 
applied to public health, whose labors in the diagnostic 
field in the early days of the New York Health Depart- 
ment afforded a stimulus to laboratory procedures 
throughout America, is a charming and friendly account 
of the man and his work. Park’s work on the laboratory | 
diagnosis of diphtheria, published in 1893, was the first 
large-scale, intensive attack on the carrier problem and 
started a development that grew into a model city health 
department. Other work followed in order: smallpox vac- 
cination, diphtheria antitoxin, the examination of milk, 
the Schick test and much else. Park was an_ indefat- 
igable worker and set a high standard for himself and 
his colleagues. He is honored by a fitting and well-written 
biography. 


Vocational and Professional Monographs. No. 4. Medi- 
cine. By Dwight O’Hara, M.D. 8°, paper, 27 pp. Bos- 
ton: Bellman Publishing Company, Incorporated, 1941. 
50c. 


This small brochure is addressed to college men who 
are considering entrance into the medical profession as a 
career. It is full of sound advice and the necessary facts 
that are needed in making the decision. The pros and 
cons are clearly set forth in a readable, businesslike style. 
The material deserves a better format, for the author has 
created an exceptional essay, full of sound common sense. 
Apt quotations enliven the statistics, and many a man al- 
ready in the profession could read this little book with 
profit and pleasure. 


(Notices on page x) 
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